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CONSOLIDATION  AND  REAUTHORIZATION  OF 
HEALTH  PROFESSIONS  PROGRAMS 


WEDNESDAY,  MARCH  8,  1995 

U.S.  Senate, 
Committee  on  Labor  and  Human  Resources, 

Washington,  DC. 

The  committee  met,  pursuant  to  notice,  at  9:35  a.m.,  in  room 
SD-430,  Dirksen  Senate  Office  Building,  Hon.  Nancy  Landon 
Kassebaum  (chairman  of  the  committee)  presiding. 

Present:  Senators  Kassebaum,  Jeffords,  Frist,  DeWine,  Abraham, 
Gorton,  Kennedy,  and  Wellstone. 

The  Chairman.  The  committee  will  come  to  order. 

I  will  wait  to  give  an  opening  statement,  because  I  know  that 
Senator  Hatfield  has  to  go  to  the  floor,  where  he  is  the  floor  leader 
for  the  defense  supplemental  appropriation  bill.  But  I  am  so 
pleased  that  he  could  take  the  time  to  come  and  be  our  first  wit- 
ness this  morning,  because  there  is  no  one  in  the  Senate  who  has 
been  a  stronger  voice  for  health,  public  health,  research  in  medi- 
cine and  has  been  a  stalwart  in  this  through  the  years. 

So  it  is  a  great  pleasure  to  welcome  you  as  our  star  witness.  Sen- 
ator Hatfield. 

STATEMENT  OF  HON.  MARK  O.  HATFIELD,  A  U.S.  SENATOR 
FROM  THE  STATE  OF  OREGON 

Senator  Hatfield.  Thank  you.  Senator  Kassebaum. 

It  is  a  privilege  to  be  here  once  again  on  behalf  of  education  and 
to  be  working  with  you  on  some  monumental  legislation. 

I  want  to  commend  you  first  of  all  for  your  proposal  that  is  being 
considered  by  this  committee  of  putting  forward  the  first  step  in 
streamlining  Federal  administration  of  the  programs  authorized 
under  Titles  III,  VII,  and  VIII  of  the  Public  Health  Service  Act. 

Madam  Chairman,  I  just  want  to  highlight  and  emphasize  some 
detailed  points,  but  I  would  appreciate  my  full  statement  appearing 
in  the  record  as  if  given. 

The  Chairman.  Without  objection,  it  will  be. 

Senator  Hatfield.  Need  I  say  that  as  a  member  of  the  Appro- 
priations Committee  and  its  current  chairman,  that  for  the  last  10 
years,  the  Appropriations  Committee  has  appropriated  almost  $3 
billion  to  fund  the  Federal  health  professions  education  programs. 
The  purpose  of  these  programs  is  to  improve  the  quality  and  supply 
and  distribution  of  health  providers  and  to  advance  the  training 
and  retention  of  minorities  in  the  health  professions. 

In  the  early  1990's,  Congress  increased  funding  to  these  pro- 
grams to  expand  efforts  to  train  more  primary  care  providers,  as 
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you  know,  and  address  the  shortages  in  rural  and  underserved 
areas.  But  despite  these  efforts,  a  recent  General  Accounting  Office 
report  stated  the  results  are  inconclusive  due  to  the  lack  of  data 
or  inconsistent  data.  For  the  amount  of  money  we  have  appro- 
priated for  these  programs,  the  lack  of  evaluation  is  unacceptable, 
from  my  perspective. 

I  applaud  you,  Madam  Chairman,  for  addressing  this  problem  in 
your  reauthorization  proposal.  As  we  face  an  ever- shrinking 
amount  of  discretionary  funds,  we  must  be  assured  that  appro- 
priated funds  are  advancing  the  purposes  of  underlying  authorizing 
legislation. 

Of  the  45  programs  authorized  by  these  three  titles  of  the  Public 
Health  Service  Act,  the  Appropriations  Committee  currently  funds 
36  separate  health  professions  education  programs.  The  chairman's 
proposal  would  consolidate  these  36  programs  into  six  clusters, 
streamlining  authorizations  and  appropriations  and  providing  more 
flexibility  to  meet  the  purposes  of  these  programs.  This  consolida- 
tion would  reduce  the  Federal  bureaucracy  needed  to  administer 
the  programs. 

More  importantly,  this  proposal  would  include  a  national  goal  for 
the  health  professions  education  programs.  In  addition,  it  would 
provide  a  mechanism  for  evaluating  how  well  these  programs  are 
doing  to  meet  that  goal.  By  clarifying  the  purpose  and  perhaps 
even  narrowing  the  current  focus  of  the  program,  this  proposal 
would  better  ensure  that  program  funds  are  making  a  difference. 

Much  of  my  own  knowledge  of  the  health  professions  education 
programs  derives  from  the  experiences  of  my  own  State  of  Oregon 
which  has  had  these  programs.  In  August  of  1993  and  April  of 
1994,  the  Appropriations  Subcommittee  on  Labor,  Health  and 
Human  Services,  and  Education  held  field  hearings  in  Oregon  to 
examine  our  rural  health  care  needs,  with  particular  focus  on  the 
shortage  of  health  professionals.  In  both  hearings,  it  became  clear 
that  the  need  to  recruit  and  retain  health  professionals  in  rural 
areas  is  an  ever-present  concern. 

For  example,  a  large  percentage  of  rural  physicians  are  over  60 
years  old,  and  in  a  recent  survey  taken  by  the  Oregon  Office  of 
Rural  Health,  20  percent  of  these  physicians  indicated  they  intend 
to  retire  during  the  next  5  years.  This  means  that  Oregon  must  re- 
cruit about  300  new  physicians  during  the  next  5  years. 

To  put  this  into  perspective,  the  Oregon  Office  of  Rural  Health 
is  currently  recruiting  about  20  physicians  a  year,  and  Oregon  has 
had  a  net  increase  of  about  90  new  physicians  in  rural  Oregon 
since  1990. 

Obviously,  those  figures  prove  that  our  current  rate  and  our  cur- 
rent record  is  not  sufficient  to  meet  the  need  and  the  future  need, 
particularly. 

Due  to  the  leadership  of  the  Oregon  Health  Sciences  University, 
which  includes  the  schools  of  medicine,  nursing,  and  dentistry,  we 
are  beginning  to  make  a  difference  by  increasing  numbers  of  stu- 
dents graduating  in  primary  care  and  choosing  to  practice  in  rural 
areas. 

I  cannot  overemphasize  the  necessity  of  getting  our  major  insti- 
tutions of  learning,  medical  centers,  as  a  part  of  the  answer,  as 
part  of  the  solution,  incorporating  their  resources.  When  they  find 
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that  by  sending  these  students  into  some  of  their  internships  and 
some  of  their  residencies  and  other  parts  of  their  educational  pro- 
grams, maybe  in  the  first  year,  the  second  year,  and  they  get  ex- 
posed, and  they  get  a  place  in  a  local  community,  a  rural  commu- 
nity, it  is  amazing  how,  in  my  view,  these  younger  generations  of 
medical  students  nave  had  a  great  increase  in  social/medical  con- 
sciousness. They  face  some  very  serious  economic  difficulties  in  the 
educational  costs  and  the  ability  to  recoup  those  costs  and  pay  off 
their  indebtedness.  But  in  spite  of  all  those  obstacles,  I  think  at 
least  in  my  State  we  have  seen — and  I  think  this  would  probably 
be  true  in  most  States — that  there  is  a  newer  dimension  of  com- 
prehension and  interest  in  social  practice,  in  social/medical  needs. 

One  of  the  reasons  for  this  is  a  program  funded  through  Title  VII 
of  the  Public  Health  Service  Act,  which  I  strongly  support,  and  that 
is  the  Area  Health  Education  Centers  program.  By  summer,  every 
mile  of  the  State  of  Oregon — and  we  are  about  99,000  square 
miles — every  mile  of  highway  in  the  State  of  Oregon  will  be  in- 
cluded in  one  of  the  five  Area  Health  Education  Centers,  or 
AHECs.  Since  1990,  Oregon's  AHECs  have  capitalized  on  a  Fed- 
eral, State  and  local  community  partnership  to  establish  commu- 
nity-based training  programs,  including  family  practice, 
residencies,  frontier  nursing  programs,  rural  rotations  by  current 
medical  students,  continuing  education  programs,  using  the  dis- 
tance learning  systems  made  possible  by  the  biomedical  informa- 
tion communications  center  at  Oregon  Health  Sciences  University 
in  Portland,  and  high  school  "Grow  Your  Own"  programs. 

Through  this  network  of  communication,  which  is  one  of  the  first 
in  the  Nation,  I  have  seen  demonstrations  where,  300  miles  from 
the  city  of  Portland,  a  doctor  with  a  patient  is  teaching  a  4th-year 
class  of  medical  students  in  Portland.  I  want  to  use  that  as  an  ex- 
ample that  all  of  the  knowledge  and  all  of  the  resources  are  not  in 
the  urban  center.  There  is  much  out  there  in  the  rural  areas  to  en- 
hance the  urban  centers.  It  is  not  just  a  matter  of  the  urban  cen- 
ters, like  a  center  of  education,  getting  out  and  expanding  their  re- 
sources into  rural  areas;  they  are  getting  back  in  return  resources 
that  are  important  to  their  programs. 

Second,  I  saw  another  example  of  a  doctor  moving  into  surgery 
300  miles  from  Portland,  with  a  camera  and  a  monitor,  getting  con- 
sultation simultaneously  at  the  Oregon  Health  Sciences  University. 

So  I  want  to  emphasize  the  importance  of  this  kind  of 
networking  into  rural  America  as  a  mutual  benefit  to  both  urban 
and  rural. 

I  am  pleased  that  the  chairman  has  included  Area  Health  Edu- 
cation Centers  as  a  primary  cornerstone  of  the  community-based 
training  in  underserved  areas  cluster.  I  have  several  comments 
about  this  aspect  of  your  proposal,  Madam  Chairman,  which  I  hope 
you  will  consider  as  you  develop  it  further. 

First,  it  is  my  hope  that  you  will  retain  the  name.  Area  Health 
Education  Centers,  as  the  name  of  the  entity  into  which  other  rel- 
evant training  programs  are  merged,  making  that  the  umbrella 
agency.  AHECS  are  well-known  and  well-respected  throughout  the 
country  and  the  Congress.  And  second,  non-Federal  matching 
should  be  required  of  all  of  the  programs  merged  with  the  AHEC 
program. 
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You  see,  the  AHEC  program  today  has  always  required  matching 
funds,  so  that  is  nothing  new  with  AHEC;  and  it  has  always  re- 
quired these  from  applicants  in  order  to  encourage  a  Federal-State 
partnership.  When  you  are  contributing,  you  are  a  full  partner,  and 
I  think  that  that  has  been  demonstrated  through  the  AHEC. 

Third,  AHEC  programs  require  leadership  by  major  academic 
health  centers  if  they  are  to  have  a  significant  impact  within  their 
respective  States,  as  I  have  stated.  I  urge  that  priority  be  given  to 
applicants  from  academic  health  centers,  which  include  broad- 
based  participation  from  each  of  the  colleges  involved  in  primary 
care  educational  programs. 

And  finally,  primary  care  residency  education  will  distribute 
more  graduates  into  rural  and  underserved  areas  if  the  programs 
follow  the  AHEC  concept  of  regionalization.  That  is  another 
strength  of  AHEC  is  that  there  is  a  regional  identity  and  a  regional 
presence. 

Thus,  I  recommend  that  a  preference  in  funding  be  given  to  the 
primary  care  authority  for  applicants  who  are  either  sponsored  by 
or  have  close  affiliations  with  AHEC  programs. 

Generally,  I  support  the  other  consolidations  and  changes  sug- 
gested by  the  chairman.  I  would  mention  just  two  other  issues. 

Under  the  current  proposal,  general  dentistry  programs  are  in- 
cluded in  the  sixth  cluster,  I  believe,  the  health  professions  work 
force  development  cluster.  It  is  my  hope  that  you  will  consider  mov- 
ing the  general  dentistry  training  program  to  the  primary  care  and 
preventive  medicine  training  cluster.  It  seems  to  fit  there  more  ap- 
propriately, as  86  percent  of  general  dentistry  residents  remain  pri- 
mary care  providers. 

As  a  strong  supporter  of  nursing  training  and  education  pro- 
grams, I  am  pleased  to  see  the  changes  you  have  made,  especially 
with  regard  to  giving  the  Secretary  more  flexibility  in  funding  inno- 
vative projects.  I  would  just  like  to  mention  my  hope  that  the  Na- 
tional Advisory  Council  on  Nurse  Education  and  Practice  will  re- 
main a  primary  advisory  body  to  the  Secretary  regarding  nursing 
issues. 

I  am  pleased  that  the  chairman  has  recognized  the  budget  reali- 
ties that  we  are  facing  in  the  Appropriations  Committee  and  that 
authorized  levels  of  funding  must  be  reduced.  The  10  percent  re- 
duction over  3  years  of  authorized  levels  is  helpful  to  the  Appro- 
priations Committee.  However,  it  is  likely  that  the  committee  will 
be  asked  to  make  deeper  cuts,  and  I  think  we  have  to  face  that  pos- 
sible reality.  This  is  not  a  position  I  relish,  especially  in  light  of  the 
shortages  of  health  professionals  we  face  in  our  rural  and  under- 
served  areas,  but  I  do  appreciate  the  chairman's  help. 

Again,  I  appreciate  the  opportunity  to  be  here  this  morning  and 
to  respond  to  your  questions. 

[The  prepared  statement  of  Senator  Hatfield  follows:] 

Prepared  Statement  of  Senator  Hatfield 

Madam  Chairman,  I  appreciate  the  opportunity  to  testify  before  the  Committee 
this  morning  concerning  the  consoHdation  of  the  Federal  health  professions  edu- 
cation programs.  The  proposal  you  are  putting  forward  is  an  important  first  step 
in  streamlining  federal  administration  of  the  programs  authorized  under  Titles  III, 
Vn,  and  VIII  of  the  Public  Health  Service  Act. 
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As  we  in  ConCTess  work  to  make  government  work  more  effectively  and  effi- 
ciently, we  must  oe  willing  to  continually  evaluate  the  programs  we  fund  to  assure 
that  they  are  serving  their  purpose.  For  the  last  ten  years,  the  Appropriations  Com- 
mittee has  appropriated  almost  $3  billion  to  fund  the  federal  hearth  professions  edu- 
cation programs.  The  purpose  of  these  programs  is  to  improve  the  supply  and  dis- 
tribution of  health  providers  and  to  advance  the  training  and  retention  of  minorities 
in  the  health  professions.  In  the  early  1990's  Congress  increased  funding  to  these 
programs  to  expand  eiTorts  to  train  more  primary  care  providers  and  address  short- 
ages in  rural  and  underserved  areas. 

Despite  these  efTorts,  a  recent  General  Accounting  Office  report  stated  the  results 
are  inconclusive  due  to  the  lack  of  data  or  inconsistent  data.  For  the  amount  of 
money  we  have  appropriated  for  these  programs,  this  lack  of  evaluation  is  unaccept- 
able. I  applaud  the  Chairman  for  addressing  this  problem  in  her  reauthorization 
proposal.  As  we  face  an  ever-shrinking  amount  of  discretionary  funds,  we  must  as- 
sure that  appropriated  funds  are  advancing  the  purposes  of  underlying  authorizing 
legislation. 

Of  the  45  programs  authorized  by  these  three  titles  of  the  Public  Health  Service 
Act,  the  Appropriations  Committee  currently  funds  36  separate  health  professions 
education  programs.  The  Chairman's  proposal  would  consolidate  these  36  programs 
into  6  clusters  streamlining  authorizations  and  appropriations,  and  providing  more 
flexibility  to  meet  the  purposes  of  these  programs.  His  consolidation  would  reduce 
the  federal  bureaucracy  needed  to  administer  the  programs. 

More  importantly,  this  proposal  would  include  a  national  goal  for  the  health  pro- 
fessions education  programs.  In  addition,  it  would  provide  a  mechanism  for  evaluat- 
ing how  well  the  programs  are  doing  in  meeting  this  goal.  By  clarifying  the  purpose 
and  perhaps  even  narrowing  the  current  focus  of  the  program,  this  proposal  would 
better  insure  that  program  funds  are  making  a  difference. 

Much  of  my  own  knowledge  of  the  health  professions  education  programs  derives 
from  the  experiences  my  own  state  of  Oregon  has  had  with  these  programs.  In  Au- 

Sist  1993  and  April  1994,  the  Appropriations  Subcommittee  on  Labor,  Health  and 
uman  Services,  and  Education  held  field  hearings  in  Oregon  to  examine  our  rural 
health  care  needs  with  particular  focus  on  the  shortage  of  health  professionals.  In 
both  hearings,  it  became  clear  that  the  need  to  recruit  AND  retain  health  profes- 
sionals in  rural  areas  is  an  ever-present  concern. 

For  example  in  Oregon,  a  large  percentage  of  rural  physicians  are  over  60  years 
old,  and  in  a  recent  survey  taken  by  the  Oregon  Office  oi  Rural  Health,  20  percent 
of  these  physicians  indicated  that  tney  intend  to  retire  during  the  next  five  years. 
This  means  that  Oregon  must  recruit  about  300  new  physicians  during  the  next  five 
years!  To  put  this  into  perspective,  the  Oregon  Office  of  Rural  Healtn  is  currently 
recruiting  about  20  physicians  a  year,  and  Oregon  has  had  a  net  increase  of  about 
90  new  physicians  in  rural  Oregon  since  1990. 

Due  to  the  leadership  of  the  Oregon  Health  Sciences  University,  which  includes 
the  Schools  of  Medicine,  Nursing,  and  Dentistry,we  are  beginning  to  make  a  dif- 
ference by  increasing  the  number  of  students  graduating  in  primary  care  and  choos- 
ing to  practice  in  rural  areas.  One  of  the  reasons  for  this  is  a  program  which  is 
funded  through  Title  VII  of  the  Public  Health  Services  Act  and  which  I  strongly 
support — the  Area  Health  Education  Centers  Program. 

By  summer,  every  mile  of  the  state  of  Oregon  will  be  included  in  one  of  five  Area 
Health  Education  Centers.  Since  1990,  Oregon  AHECs  have  capitalized  on  a  federal, 
state  and  local  community  partnership  to  establish  community-based  training  pro- 
grams including  family  practice  residencies,  frontier  nursing  programs,  rural  rota- 
tions by  current  medical  students,  continuing  education  programs  using  the  dis- 
tance-learning systems  made  possible  by  the  Biomedical  Information  Communica- 
tions Center  at  OHSU,  and  high  school  "Grow  Your  Own"  programs. 

I  am  pleased  that  the  Chairman  has  included  Area  Health  Education  Centers  as 
the  primary  cornerstone  of  the  Community-based  Training  in  Underserved  Areas 
cluster.  I  have  several  comments  about  this  aspect  of  your  proposal  which  I  hope 
you  will  consider  as  you  develop  it  further.  First,  it  is  my  hope  that  you  will  retain 
the  name  Area  Health  Education  Centers  as  the  name  of  the  entity  into  which  other 
relevant  training  programs  are  merged.  AHECs  are  well-known  and  well-respected 
throughout  the  country  and  the  Congress.  Second,  non-federal  matching  should  be 
required  of  all  of  the  programs  merged  with  the  AHEC  program. 

The  AHEC  program  has  always  required  matching  funds  from  applicants  in  order 
to  encourage  a  federal-state  partnership.  Third,  AHEC  programs  require  leadership 
by  major  academic  health  centers  if  they  are  to  have  a  significant  impact  within 
their  respective  states.  I  urge  that  priority  be  given  to  applicants  from  academic 
health  centers  which  include  broad-based  participation  from  each  of  the  colleges  in- 
volved in  primary  care  educational  programs.  Finally,  primary  care  residency  edu- 
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cation  will  distribute  more  graduates  into  rural  and  underserved  areas  if  the  pro- 
grams follow  the  AHEC  concept  of  regionalization.  Thus,  I  recommend  that  a  pref- 
erence in  funding  be  written  into  the  primary  care  authority  for  applicants  that  are 
either  sponsored  by  or  have  close  affiliations  with  AHEC  programs. 

Generally,  I  support  the  other  consolidations  and  changes  suggested  by  the  Chair- 
man. I  would  just  mention  two  other  issues.  Under  the  current  proposal,  general 
dentistry  programs  are  included  in  the  sixth  cluster — the  Health  Professions 
Workforce  Development  cluster.  It  is  my  hope  that  you  will  consider  moving  the 
General  Dentistry  Training  program  to  the  Primary  Care  and  Preventive  Memcine 
Training  cluster.  It  seems  to  fit  there  more  appropriately  as  86  percent  of  general 
dentistry  residents  remain  primary  care  providers.  As  a  strong  supporter  of  nursing 
training  and  education  programs,  I  am  pleased  to  see  the  changes  you  have  made, 
especially  with  regard  to  giving  the  Secretary  more  flexibility  in  funding  innovative 
projects.  I  would  just  like  to  mention  my  hope  that  the  National  Advisory  Council 
on  Nurse  Education  and  Practice  will  remain  a  primary  advisory  body  to  the  Sec- 
retary regarding  nursing  issues. 

I  am  pleased  that  the  Chairman  has  recognized  the  budget  realities  that  we  are 
facing  in  the  Appropriations  Committee,  and  that  authorized  levels  of  funding  must 
be  reduced.  The  10  percent  reduction  over  3  years  of  authorized  levels  is  helpful  to 
the  Appropriations  Committee.  However,  it  is  likely  that  the  Committee  will  be 
asked  to  make  deeper  cuts.  This  is  not  a  position  I  relish  especially  in  light  of  the 
shortages  of  health  professionals  we  face  in  our  rural  and  underserved  areas,  but 
I  do  appreciate  the  Chairman's  help. 

Again,  I  appreciate  the  opportunity  to  testify  before  the  Committee  about  these 
important  issues  and  I  look  forward  to  working  with  the  Chairman  and  other  mem- 
bers of  the  Committee  as  this  proposal  moves  forward. 

The  Chairman.  Thank  you  very  much,  Chairman  Hatfield.  I 
think  you  have  made  some  very  important  observations  regarding 
the  legislation.  When  you  closed  with  the  comment  about  tne  rec- 
ommendation of  a  10  percent  reduction  that  this  bill  would  project, 
do  you  think  such  legislation  could  withstand  probably  a  rec- 
ommended 20  percent  reduction? 

Senator  Hatfield.  Madam  Chairman,  we  are  willing  to  face  up 
to  that  responsibility  if  the  budget  resolution  that  is  before  us,  or 
will  be  before  us  soon,  states  some  of  those  caps  or  goals  or  what- 
ever they  may  be. 

Let  me  make  this  observation.  On  the  first  day  of  the  session,  I 
introduced  what  was  called  the  Oregon  Option,  which  we  have 
demonstrated  the  State  level.  So  much  of  our  cost  in  overhead  of 
any  program — and  we  estimate  that  perhaps  $500  billion  is  over- 
head with  the  block  grants  and  other  grants  going  to  the  States 
now — the  single  objective  is  compliance,  that  is  to  say,  the  account- 
ability of  those  funds,  is  represented  by  accountability  of  compli- 
ance. There  are  139,000  pages  of  Federal  regulations.  More  and 
more  of  the  dollar  we  appropriate,  targeted  for  a  Head  Start  child 
in  a  classroom,  is  being  skimmed  off  by  the  cost  of  bureaucrats 
talking  to  bureaucrats,  asking  are  you  in  compliance.  The  hours 
and  hours  of  paperwork,  the  days  and  days  of  interviews,  all  reach- 
ing only  one  goal — compliance — in  lieu  of  reaching  a  goal  of  suc- 
cess. 

If  we  set  goals  together,  as  Federal  and  State  partners,  of  what 
we  want  to  achieve,  lift  the  rules  and  regulations  of  compliance — 
now,  that  does  not  include  civil  rights  or  health  and  safety — but  an 
awful  lot  of  these  other  rules  involve  did  you  spend  this  in  the  first 
quarter,  what  percentage  did  you  spend  it  at,  and  you  fill  out  the 
forms,  and  you  spend  hours  and  hours — lift  that  and  say  we  are 
going  to  make  benchmark  reviews  of  the  success  of  your  program, 
and  if  your  program,  through  innovation  and  creativity,  is  making 
a  greater  success  than  the  old  way  of  doing  it,  all  power  to  you. 
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I  think  we  can  reduce  an  awful  lot  of  the  cost  of  Grovemment,  we 
can  get  far  more  participation  of  people  at  the  local  levels,  than 
merely  bureaucrats  talking  to  bureaucrats  and  filling  out  forms  of 
compliance,  not  related  at  all  to  whether  the  programs  are  working 
or  are  successful  or  achieving  goals. 

I  think  we  could  make  some  remarkable  reductions  in  the  costs 
of  Government.  I  would  much  rather  address  some  of  those  meth- 
ods of  how  we  do  business  rather  than  just  taking  10,  20  percent 
reductions  off  the  caps  and  still  wasting  money,  as  we  are  wasting 
it,  in  my  view,  by  peeling  it  off  into  bureaucratic  control. 

The  Chairman.  I  could  not  agree  with  you  more,  and  there  are 
a  fair  number  of  heads  nodding  oehind  you.  Senator  Hatfield.  Also, 
I  would  hope  that  as  we  work  with  this  legislation  further — and  I 
appreciate  the  help  of  Senator  Kennedy  with  this  legislation— that 
we  can  take  some  of  these  things  into  consideration.  We  may  really 
break  new  territory.  I  would  like  to  do  that;  and  I  would  also  like 
to  reinforce  your  comment  about  academic  health  centers  and  the 
importance  of  reaching  out  and  their  incorporation.  I  think  that 
this  has  a  tremendous  impact  on  being  able  to  work  successfully 
together.  The  ripple  effect  has  to  be  enormous. 

Senator  Kennedy. 

Senator  Kennedy.  Just  very  briefly,  I  want  to  thank  our  friend 
and  colleague  Senator  Hatfield  for  taking  the  time  on  a  rather  ex- 
traordinary day  to  join  with  all  of  us  here  this  morning.  It  is  typi- 
cal of  his  deep  interest  in  the  people  whom  he  represents,  not  only 
in  his  State,  but  also  throughout  the  country,  in  these  health  care 
matters,  to  come  and  speak,  eloquently  and  knowledgeably,  about 
a  very,  very  important  area  of  health  policy.  It  is  an  area  that  he 
has  spoken  a  great  deal  with  me  about.  Even  though  we  were  not 
successful  in  dealing  with  some  of  the  more  comprehensive  health 
issues,  we  tried  to  incorporate  many  of  these  suggestions  into  our 
health  proposal  last  year.  They  are  truths  which,  hopefully,  we  will 
not  have  to  relearn,  because  of  his  continued  involvement  and  at- 
tention to  these  issues. 

These  area  health  education  centers  have  enormous  impact  on 
quality,  particularly  in  attracting  qualified,  talented  young  people 
who  would  go  out  and  serve  in  remote  and  rural  areas  if  they  knew 
they  had  the  best  in  terms  of  support  services,  additional  person- 
nel, that  their  education  and  training  would  be  upgraded  so  they 
would  be  able  to  get  the  kinds  of  skills  they  desired,  and  that  they 
would  be  able  to  tap  into  the  educational  resources  offered  by  these 
centers. 

It  has  enormous  importance  in  terms  of  how  we  are  going  to  deal 
with  getting  good  quality  people  in  underserved  areas,  to  provide 
the  best  medical  care  to  people  who  deserve  it.  So  I  just  want  to 
express  appreciation  to  you  on  that  issue. 

Finally,  I  would  say  that  I  join  the  chair  in  working  and  continu- 
ing to  work  to  strike  regulations.  In  the  legislation  last  year,  in 
Goals  2000,  the  Head  Start  program,  Title  I,  we  provided  a  very 
significant  waiver  of  rules  and  regulations  not  only  at  the  Federal 
level,  but  also  at  the  State  and  local  level,  to  make  sure  they  are 
going  to  be  able  to  do  that.  The  Senator  from  Oregon  had  amend- 
ments on  the  floor  of  the  Senate  which  we  accepted  in  many  of 
these  areas. 
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Just  as  a  final  point,  what  we  are  talking  about  in  this  legisla- 
tion are  primary  care  functions,  and  when  we  are  talking  about 
savings  resources,  as  the  Senator  would  understand,  what  we  are 
trying  to  do  is  enhance  the  role  of  the  primary  care  function  with 
good  quality  and  good  skills  in  terms  of  the  allied  professionals  and 
in  nursing,  with  the  understanding  that  investment  in  these  indi- 
viduals can  have  a  profound  impact  in  terms  of  savings  for  our 
health  care  system  further  down  the  road. 

So  as  we  are  looking  at  different  items  and  at  where  we  could 
have  some  belt-tightening,  I  think  we  also  want  to  look  in  all 
health-related  areas.  In  the  area  of  health  care  professions,  we  are 
talking  about  primary  care,  we  are  talking  about  nurses,  we  are 
talking  about  the  role  of  nurses,  we  are  talking  about  increased  re- 
sponsibilities for  those  individuals  in  the  primary  care  area.  I  do 
not  think  we  want  to  shortchange  these  individuals. 

We  are  talking  about  $400  million,  and  I  know  10  percent  is  a 
big  chunk  of  money  over  a  period  of  time,  but  when  we  are  looking 
at  global  issues  of  primary  care  and  primary  care  functions,  under- 
served  areas,  quality  of  health  in  underserved  areas,  we  want  to 
try  to  work  with  appropriations  to  tighten  down  in  some  of  the 
other  areas  where  I  think  it  might  have  less  of  an  impact  in  terms 
of  the  health  care  professions. 

But  we  will  work  with  the  Senator,  and  we  appreciate  your  very 
helpful  testimony. 

Senator  Hatfield.  Thank  you. 

Madam  Chairman,  could  I  make  one  final  observation? 
The  Chairman.  Certainly. 

Senator  Hatfield.  As  you  take  over  your  chairmanship,  and  as 
you  have  been  the  ranking  member,  and  Senator  Kennedy  is  now 
ranking  member  and  has  been  chairman  of  this  committee,  I  want 
to  take  this  occasion  to  thank  you  both  personally  for  being  so  open 
and  so  cooperative  in  working  out  suggestions  and  ideas  from  peo- 
ple who  are  not  members  of  your  committee.  Also,  I  want  to  take 
this  occasion  to  say  that  your  staff  on  both  sides  have  been  the 
most  open  staff  that  I  have  experienced  in  my  Senate  career,  in 
being  helpful  to  individual  staff  like  my  own,  and  working  with  you 
on  some  of  these  ideas,  like  ED-FLEX,  and  math  and  science.  So 
I  want  to  thank  the  staff  as  well. 

I  am  also  proud  to  say  that  Secretary  Riley  was  in  Oregon  just 
a  few  weeks  ago  to  list  Oregon  as  the  first  of  six  States  to  be  used 
for  experiments  and  demonstrations  on  the  ED-FLEX  bill  

Senator  Kennedy.  He  told  me  Massachusetts  was. 

Senator  Hatfield.  He  tells  each  one  of  us  that.  [Laughter.]  But 
anyway,  I  want  to  thank  both  of  you  for  having  me. 

The  Chairman.  Thank  you,  Senator  Hatfield,  for  your  dedication 
and  your  thoughtful  observations.  We  very  much  appreciate  your 
being  here  this  morning. 

Senator  Hatfield.  Thank  you,  Madam  Chairman. 

The  Chairman.  I  would  also  like  to  say  that  Congressman  Louis 
Stokes,  who  is  the  ranking  member  of  the  House  Committee  on  Ap- 
propriations, could  not  come  this  morning,  but  has  a  statement 
that  he  will  submit  for  the  record. 

[The  prepared  statement  of  Mr.  Stokes  follows:] 
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Prepared  Statement  of  Representative  Stokes 

Madam  chair  and  members  of  the  committee,  I  appreciate  the  opportunity  to  ap- 
pear before  you  to  discuss  a  ver>'  pressing  national  issue — "health  professions  edu- 
cation and  training"  and  the  related  "crisis  in  minority  health." 

As  a  ranking  member  of  the  House  Committee  on  Appropriations  and  as  the 
chairman  of  the  Congressional  Black  Caucus  Health  Braintrust,  I  would  also  like 
to  take  this  opportunity  to  thank  you  and  the  other  members  of  the  committee  for 
the  cooperation  and  assistance  you  have  afforded  my  advocacy  to  improve  the  health 
status  of  all  Americans,  and  to  help  ensure  minorities'  participation  in  the  health 
professions  education  and  training  programs.  The  members  of  this  committee  de- 
serve commendation  for  their  continuing  commitment  to  meet  the  health  and  medi- 
cal needs  of  the  Amierican  people. 

In  fact,  in  1990,  I  introduced  in  the  House,  and  your  colleague  Senator  Edward 
Kennedy  introduced  in  the  Senate,  the  Disadvantaged  Minority  Health  Improve- 
ment Act.  This  legislation  was  designed  to  bring  the  health  crisis  and  related  con- 
cerns of  the  disadvantaged  and  ethnic  and  racial  minority  communities  to  the  fore- 
front of  Federal  health  policy. 

It  is  absolutely  essential — that  as  we  consider  the  reauthorization  and  the  consoli- 
dation of  the  health  professions  programs — that  we  do  not  forget  why  there  was  a 
need  to  introduce  the  Disadvantaged  Minority  Health  Improvement  Act  of  1990.  It 
is  also  absolutely  essential  that  we  preserve  and  enhance  programs  that  have 
worked. 

Just  a  glimpse  at  the  health  disparity  in  minority  and  disadvantaged  populations 
reveals  and  confirms  the  continued — need  for  and — enhancement  of  the  programs 
authorized  by  the  act.  I  would  like  to  take  just  a  moment  to  share  with  you  some 
of  the  startling  statistics  associated  with  the  matter  that  we  are  discussing  here 
today.  "V^Tiile  our  Nation  invests  billions  of  dollars  in  biomedical  research  each  year, 
African  Americans  and  other  disadvantaged  populations  still  have  not  reaped  the 
fuU  benefits  of  that  investment. 

— The  infant  mortality  rate  for  African  Americans  is  more  than  twice  the  rate  for 
the  general  population. 

— Both  cancer  incidence  and  mortality  rates  are  higher  for  African  Americans  and 
Hispanics  than  for  the  general  population. 

— The  life  expectancy  for  white  males  is  8.2  years  longer  than  for  African  Amer- 
ican males. 

— \^Tiile  accidents  are  the  5th  leading  cause  of  death  in  the  total  population,  they 
are  the  3rd  leading  cause  for  Native  Americans,  and  4th  for  Asian  Americans. 

— Minority  children  continue  to  be  at  greatest  risk  for  vaccine-preventable  infec- 
tious diseases. 

— Disadvantaged  elderly  suffer  a  greater  prevalence  of  chronic  conditions. 

Heart  disease,  stroke,  aids,  and  diabetes  are  also  more  prevalent  in  minority  and 
disadvantaged  Americans. 

With  respect  to  health  professions,  while  our  Nation  invests  billions  of  dollars  in 
health  resources  and  services  including  health  professions  education  and  training, 
minority  and  disadvantaged  populations  still  have  not  reaped  the  fuU  benefits  of 
that  investment  either. 

Let's  take  just  a  moment  to  examine  some  of  the  problems  and  solutions.  Accord- 
ing to  health  professions  manpower  reports,  America  has  too  many  physicians.  Yet, 
there  are  over  two  thousand  medical  shortage  areas  in  the  United  States.  The  fact 
of  the  matter  is  that  minorities  are  severely  underre presented  in  aU  medical  dis- 
ciplines and  specialties,  and  minority  health  care  providers  are  those  who  have  his- 
torically continued  to  practice  in  medical  shortage  areas. 

According  to  the  Association  of  Minority  Health  Professions  Schools,  minority 
health  professionals  comprise  only  3.7  percent  of  all  physicians,  and  2.1  percent  of 
all  dentists  in  the  Nation.  This  shortage  is  of  concern  because,  if  we  are — to  efTec- 
tively  address  the  crisis  in  minority  health,  and — to  ensure  access  to  quality  health 
care  for  all  Americans,  the  number  of  minorities  in  the  health  professions  pipeline 
must  increase.  To  accomplish  this,  scholarship  and  loan  forgiveness  programs  would 
have  to  be  enhanced  and  expanded.  Additionally,  the  mentoring,  recruitment,  reten- 
tion, and  faculty  development  programs  at  health  professions  schools  would  have  to 
be  strengthened. 

It  must  be  recognized  that  minority  health  professionals  have  an  intimate  knowl- 
edge about  the  large  segments  of  disadvantaged  and  minorit>'  communities  that 
have  been  abandoned  to  suffer  high  mortality  rates;  shortened  life  expectancy;  de- 
bilitating poverty,  disability  and  disillusionment;  and  frustration  and  loss  of  hope. 
Minority  health  care  professionals  are  in  the  trenches  everyday,  diagnosing,  treat- 
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ing,  serving,  and  counselling  underserved  populations  across-the-country,  in  urban 
as  well  as  in  rural  areas. 

The  enacted  "Disadvantaged  Minority  Health  Improvement  Act  of  1990" — which 
I  originally  introduced  in  the  House — incorporated  many  of  the  solutions  that  I  just 
outlined.  That  legislation  is  as  relevant  today  as  it  was  in  1990. 

The  act  is  currently  up  for  reauthorization.  In  fact,  we  introduced  the  reauthoriza- 
tion legislation  during  this  past  Congress.  While  a  number  in  the  Congress  tried  to 
weaken  the  legislation,  after  extensive  negotiations,  the  legislation  passed  the 
House.  However,  the  Senate  did  not  complete  action  on  the  legislation,  as  such,  we 
must  reintroduce  the  measure  during  this  Congress. 

As  the  Congress  seeks  to  reauthorize  the  health  professions  education  measure, 
it  is  extremely  important  that  we  do  not  forget  why  the  programs  contained  in  the 
"Disadvantaged  Minority  Health  Improvement  Act  of  1990"  were  created.  I  can  say 
in  good  conscience  that  these  programs  were  not  and  are  not  just  good  intentions. 
They  are  programs  that  have  a  proven  success  record  in  improving  the  quality  of 
life. 

Because  of  the  continuing  health  disparity,  I  am  introducing  the  'T)isadvantaged 
Minority  Health  Improvement  Authorization  Extension  Act  of  1995,"  in  the  House 
next  week.  The  bill  would  simply  provide  for  the  extension  of  the  programs  that 
were  enacted  by  the  "Disadvantaged  Minority  Health  Improvement  Act  of  1990." 
The  measure  includes  the  reauthorization  of  health  professions  loans,  scholarships, 
and  fellowships  for  minorities  and  the  disadvantaged;  the  Department  of  Health  and 
Human  Service's  Office  of  Minority  Health;  public  housing  health  services;  and  cen- 
ters of  excellence.  These  are  programs  that  nave  and  continue  to  work,  a  simple  re- 
authorization would  allow  these  critical  programs  to  continue. 

The  "Disadvantaged  Minority  Health  Improvement  Act  of  1990"  gave  us  new  tools 
with  which  to  improve  health  for  all  Americans.  While  more  comprehensive  legisla- 
tion is  warranted,  I  believe  that  it  is  best  that  we  simply  extend  the  authorization 
of  these  critical  programs.  A  simple  extension  would  allow  these  programs  to  con- 
tinue improving  the  nealth  status  of  the  disadvantaged. 

As  the  committee  begins  to  draft  health  professions  legislation,  I  would  like  to 
press  upon  the  committee  to  remain  mindful  of  the  national  benefit  that  has  re- 
sulted from  the  investment  in  the  programs  I  have  outlined. 

During  deliberations  on  health  care  reform  last  year,  it  was  emphasized  by  both 
Democrats  and  Republicans  alike  that  any  enacted  health  care  reform  legislation 
should  emphasize  improving  primary  care,  increasing  minority  representation  in  the 
health  professions,  and  improving  access  to  health  care  for  all  Americans.  These 
were  laudable  goals  then,  and  they  are  laudable  now. 

Madam  chair,  this  completes  my  testimony.  Again,  I  thank  you  for  having  pro- 
vided me  the  opportunity  to  appear  before  your  committee,  to  discuss  these  very 
pressing  national  issues.  I  look  forward  to  working  with  you  and  the  members  of 
the  committee  in  drafting  the  "health  professions  education  and  training  reauthor- 
ization" legislation. 

Opening  Statement  of  Senator  Kassebaum 

The  Chairman.  Before  the  Assistant  Secretary  for  Health  offers 
his  observations,  I  would  just  like  to  make  a  brief  opening  state- 
ment to  frame  where  we  are  with  the  health  professions  programs 
consolidation  and  reauthorization. 

We  will  be  considering  modifications  to  the  current  health  profes- 
sions education  and  distribution  programs.  The  examination  of 
these  programs  will  focus  on  three  critical  issues:  1)  assuring  that 
health  manpower  programs  meet  their  historic  purposes  of  address- 
ing shortages  and  maldistribution  of  health  professions,  particu- 
larly in  the  areas  of  primary  care  and  public  health;  2)  assuring 
that  these  programs  are  able  to  respond  to  new  demands  created 
by  the  reorganization  of  the  medical  marketplace;  3)  improving  the 
operation  of  these  programs  while  being  mindful  of  current  budg- 
etary realities. 

Through  Titles  III,  VII  and  VIII  of  the  Public  Health  Service  Act, 
the  Federal  Government  currently  provides  over  $400  million  for 
44  separate  initiatives,  and  as  Senator  Kennedy  said,  in  the  light 
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of  a  $1.6  trillion  budget  projection,  that  does  not  seem  like  a  lot. 
But  what  we  are  all  engaged  in  is  attempting  to  make  sure  that 
these  are  effectively  and  efficiently  spent,  and  that  they  are  willing 
to  be  open  to  new  ways  of  delivery  that  will  enable  that  to  occur. 

I  have  felt  that  the  continued  proliferation  of  separate  programs 
has  diluted  their  focus  and  ours.  This  is  one  of  the  things  that  has 
guided  me  in  trying  to  improve  and  streamline  current  efforts.  I 
have  proposed  consolidation  of  these  initiatives,  and  under  my  pro- 
posal, future  Federal  support  for  health  professionals  programs 
would  be  targeted  to  primary  and  preventive  care,  minorities  and 
the  disadvantaged,  community-based  training  in  underserved 
areas,  advanced  degree  nursing,  and  the  National  Health  Service 
Corps.  In  recognition  of  the  need  for  fiscal  restraint,  funding  for 
these  programs  would  be  decreased  by  10  percent  by  the  end  of  the 
4  th  year. 

That  is  not  necessarily  a  guideline  as  far  as  decreased  spending, 
but  what  I  do  believe  is  important  is  trying  to  fmd,  as  I  said,  some 
different  means  of  delivery  system,  and  I  think  some  of  the  sugges- 
tions made  by  Senator  Hatfield  were  certainly  worthy  of  consider- 
ation, and  I  am  very  pleased  to  be  working  cooperatively  with  Sen- 
ator Kennedy  and  with  the  administration  in  trying  to  put  forward 
the  most  constructive  reauthorization  bill. 

I  am  pleased  that  the  administration  has  put  forward  a  similar 
proposal  in  many  ways,  which  Assistant  Secretary  Lee  will  discuss 
this  morning. 

Senator  Kennedy,  do  you  have  any  further  observations? 
Opening  Statement  of  Senator  Kennedy 

Senator  Kennedy.  Thank  you.  Madam  Chairman,  and  you  have 
stated  it  absolutely  accurately.  We  certainly  look  forward  to  work- 
ing with  you,  and  we  are  enormously  appreciative  of  the  chance  for 
the  input  that  we  have  been  able  to  have. 

I  think  we  all  want  the  best  trained  personnel.  We  understand 
the  needs  that  our  health  care  system  requires,  particularly  in  the 
areas  of  primary  care  and  in  underserved  urban  and  rural  areas, 
the  distribution  issues  as  well  as  the  numbers.  And  we  also  take 
note  of  the  extraordinary  achievement  and  record  of  the  efforts  that 
have  been  made  in  the  past  in  terms  of  economically  disadvantaged 
Americans  who  want  to  participate  in  the  health  care  system  and 
be  able  to  serve  in  many  areas. 

We  obviously  want  that  to  be  as  a  matter  of  choice,  certainly,  and 
not  as  a  matter  of  destiny,  and  we  want  to  build  on  programs  that 
have  been  successful  and  to  take  note  of  those  as  well. 

So  we  are  very  grateful,  certainly  to  our  panels  here,  which  in- 
clude some  of  our  most  thoughtful  individuals  on  these  issues,  and 
I  again  want  to  underscore  the  importance  of  the  nursing  and 
nurse  training  programs  for  which  there  is  special  interest  and 
support. 

Thank  you.  Madam  Chairman. 

[The  prepared  statement  of  Senator  Kennedy  follows:] 
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Preparted  Statement  of  Senator  Kennedy 

Access  to  quality  health  care  for  all  should  be  a  central  goal  of 
the  American  health  care  system.  But  far  too  often,  we  fail  to 
achieve  that  goal.  Lack  of  access  is  an  especially  serious  problem 
for  people  in  underserved  rural  and  urban  areas. 

Health  insurance  coverage  for  all  is  an  essential  part  of  making 
good  health  care  widely  available,  but  it  is  only  a  part  of  the  solu- 
tion. As  we  approach  the  next  century,  the  success  of  health  reform 
will  also  depend  heavily  on  our  ability  to  train  more  health  profes- 
sionals. No  health  care  system  can  function  effectively  without  an 
adequate  supply  of  well-trained  and  capable  providers. 

The  past  two  decades  have  seen  impressive  increases  in  the 
total-number  of  such  professionals.  The  quality  of  training  in 
American  medicine  is  generally  superb.  Despite  these  successes, 
however,  some  types  of  health  professionals — particularly  those  in 
primary  care — remain  in  short  supply,  and  the  distribution  of 
health  manpower  leaves  many  parts  of  the  country  under-served, 
or  barely  served  at  all.  The  task  of  maintaining  an  adequate  supply 
of  professionals  from  disadvantaged  backgrounds,  who  typically 
have  a  strong  interest  in  serving  under-served  communities,  re- 
mains a  major  challenge.  Millions  of  Americans,  especially  the  very 
young  and  the  elderly  in  underserved  communities,  have  little  or 
no  access  to  primary  and  clinical  preventive  health  care  services. 

The  main  purpose  of  our  current  health  professions  programs  is 
to  train  more  health  professionals  in  occupations  where  the  supply 
is  too  low,  and  to  encourage  students  to  locate  and  remain  in  un- 
derserved areas. 

An  important  subsidiary  goal  is  to  assist  disadvantaged  students 
and  institutions  training  these  students,  in  order  to  expand  the  op- 
portunities of  those  from  disadvantaged  backgrounds  to  enter  the 
health  professions  and  to  help  meet  the  needs  of  underserved 
areas.  These  are  programs  that  work.  As  studies  have  shown  again 
and  again,  health  providers  from  disadvantaged  backgrounds  are 
far  more  likely  to  practice  their  professions  in  under-served  com- 
munities. That  needed  result  is  enhanced  by  community-based 
training,  which  also  encourages  health  professionals  to  stay  on  in 
underserved  and  shortage  areas. 

Training  programs  under  Titles  VII  and  VIII  of  the  Public 
Health  Service  Act  are  the  key  mechanisms  by  which  the  Federal 
Government  provides  assistance  to  medical  students  and  encour- 
ages the  training  of  health  professionals  to  meet  national  priorities. 
These  programs  are  overdue  for  consolidation  and  better  targeting, 
and  I  look  forward  to  working  with  Senator  Kassebaum  and  with 
the  Clinton  administration  to  achieve  these  goals  responsibly  and 
maintain  adequate  levels  of  resources.  We  must  advance,  rather 
than  undercut,  the  central  goal  of  these  two  titles  of  the  Public 
Health  Service  Act — to  train  a  health  workforce  that  can  meet  the 
needs  of  the  American  people. 

The  witnesses  here  today  will  help  us  deal  with  these  issues,  and 
I  look  forward  to  their  testimony. 

The  Chairman.  I  am  very  pleased  to  welcome  once  again  before 
the  committee  the  Assistant  Secretary  for  Health,  Dr.  Phil  Lee. 

Secretary  Lee. 
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STATEMENT  OF  HON.  PHILIP  R.  LEE,  ASSISTANT  SECRETARY 
FOR  HEALTH,  U.S.  DEPARTMENT  OF  HEALTH  AND  HUMAN 
SERVICES,  WASHINGTON,  DC,  ACCOMPANIED  BY  DR.  CIRO 
SUMAYA,  ADMINISTRATOR,  HEALTH  RESOURCES  AND  SERV- 
ICES ADMINISTRATION;  DR.  FITZHUGH  MULLAN,  DIRECTOR, 
BUREAU  OF  HEALTH  PROFESSIONS;  AND  DR.  MARILYN  GAS- 
TON, DIRECTOR,  BUREAU  OF  PRIMARY  HEALTH  CARE 

Dr.  Lee.  Madam  Chairman,  thank  you  very  much,  Senator  Ken- 
nedy, Senator  DeWine.  It  is  a  pleasure  to  be  here  this  morning. 

I  am  accompanied  by  Dr.  Giro  Sumaya  on  my  right,  who  is  the 
Administrator  of  the  Health  Resources  and  Services  Administra- 
tion; on  my  immediate  left.  Dr.  Fitzhugh  Mullen,  Director  of  the 
HRSA  Bureau  of  Health  Professions;  and  on  my  far  left,  Dr. 
Marilyn  Gaston,  who  is  Director  of  the  Bureau  of  Primary  Health 
Care. 

In  the  testimony,  which  I  will  submit  for  the  record,  I  will  be  de- 
scribing the  consolidation  of  the  37  categorical  programs  into  five 
new  clusters.  I  review  the  progress  that  has  been  made  with  these 
programs  over  the  years.  Senator  Hatfield  quite  correctly  said  we 
cannot  be  satisfied  with  what  we  have  accomplished,  and  we  have 
to  address  the  needs  of  1995,  not  the  needs  of  1975. 

But  we  have  seen  improvements  in  primary  care  curricula;  we 
have  seen  funding  of  generalist  training  programs;  we  have  seen 
increased  opportunities  for  under-represented  minorities;  we  have 
seen  growth  in  mid-level  practitioners,  and  we  have  seen  the  fos- 
tering of  interdisciplinary  training.  All  of  those  are  I  think  impor- 
tant developments. 

We  do  see  some  progress  since  the  1960's,  when  these  programs 
actually  began,  in  meeting  the  aggregate  supply  problems.  How- 
ever, we  find  that  we  have  far  too  many  specialists  and  not  enough 
generalists,  and  Senator  Hatfield  very  eloquently  described  the 
problems  in  Oregon,  where  a  shortage  of  family  practitioners  who 
largely  would  practice  in  those  rural  areas  has  been  one  of  the  fac- 
tors contributing  to  those  shortages. 

We  have  also  seen  how  payments  to  hospitals  by  Medicare  and 
other  third-party  payers  for  residents  have  contributed  to  the  mal- 
distribution. They  have  paid  for  whatever  residency  programs  were 
developed,  and  as  a  result,  hospitals  developed  training  programs 
for  specialists  and  subspecialists  because  in  a  sense,  as  with  Willy 
Sutton,  that  is  where  the  money  was;  they  generated  revenues.  So 
we  have  had  a  serious  maldistribution  in  residency  training  pro- 
grams, and  our  public  policies  have  contributed  to  that. 

And  of  course,  perhaps  most  important  for  physicians  have  been 
the  payment  policies  of  third  party  payers  in  the  fee-for-service  sys- 
tem. Medicare  included,  where  procedure-based  specialists,  sur- 
geons, radiologists,  medical  subspecialists,  got  paid  disproportion- 
ately to  the  generalists.  So  that  for  evaluation  and  management, 
there  was  low  pay  relative  to  performing  a  procedure. 

All  of  those  have  contributed  to  the  problem.  In  nursing,  we  find 
most  particularly  now  a  shortage  of  advanced  practice  nurses.  And 
in  public  health,  we  have  I  think  serious  shortages  in  areas  like 
public  health  nursing,  in  epidemiology,  biostatistics,  and  a  number 
of  other  areas — environmental,  maternal  and  child  health. 


14 


We  have,  as  Senator  Hatfield  so  eloquently  stated,  shortages  in 
rural  areas,  maldistribution.  We  also  have  inner  city  areas  that  are 
underserved  because  of  the  lack  of  generalists  and  the  lack  of  sys- 
tems of  care  to  meet  the  needs  in  those  areas. 

And  we  clearly  need  multifaceted  strategies  to  deal  with  these 
maldistribution  problems.  The  National  Health  Service  Corps  has 
been  one  of  those  strategies,  and  it  has  made  an  important  con- 
tribution. Loan  forgiveness  has  been  important,  as  have  rural 
health  initiatives,  telemedicine.  And  again,  Senator  Hatfield  men- 
tioned distance  learning.  One  of  the  most  important  things  in  the 
next  10  years  will  be  the  advances  in  telemedicine. 

We  also  must  continue  to  evolve  in  terms  of  reimbursement  for 
both  hospitals  and  physicians  to  better  meet  the  needs  in  rural 
areas. 

In  terms  of  diversity,  we  need  an  increasingly  diverse  health  pro- 
fessions work  force  to  meet  the  needs  of  an  increasingly  diverse 
population.  We  have  been  reading  recently  in  the  New  York  Times 
about  the  problems  in  New  York  City's  Health  and  Hospitals  Cor- 
poration, where  Spanish-speaking  patients  did  not  have  providers 
who  could  speak  their  language,  with  consequences  that  proved  to 
be,  according  to  those  articles,  at  least,  very  serious.  It  is  very  im- 
portant that  the  physicians  and  nurses  and  other  providers  be  cul- 
turally sensitive  and  be  able  to  speak  the  language  of  those  who 
are  seeking  care,  and  that  has  not  always  been  possible. 

We  have  also  found  recently  market  forces — and  you  mentioned 
this.  Madam  Chairman — that  are  having  a  profound  impact  on 
work  force  demands.  They  are  hiring  generalists,  they  are  retrain- 
ing physicians  who  have  been  trained  in  specialties  as  generalists. 
It  would  appear  that  in  some  of  our  rural  areas  and  in  some  of  the 
inner  city  areas,  they  are  recruiting  generalists,  so  that  where  we 
were  beginning  to  have  some  effective  solutions,  we  may  be  losing 
their  practitioners  into  managed  care  plans. 

So  that  as  we  look  at  that  array  of  problems  as  you  have,  as  Sen- 
ator Kennedy  has  over  many  years,  and  as  clearly.  Senator  Hat- 
field has  and  so  eloquently  outlined  in  his  testimony,  we  see  a  new 
set  of  problems.  And  as  you  noted  in  your  opening  statement,  we 
need  to  develop  strategies  to  meet  the  needs  in  primary  care  for 
generalists,  we  need  strategies  to  meet  the  needs  for  a  public 
health  work  force.  This  is  one  of  the  more  serious  problems,  and 
I  know  you  will  hear  more  detailed  testimony  about  that  later.  We 
need  to  improve  the  operations  of  these  programs,  as  you  clearly 
stated.  And  we  need  to  respond  to  the  new  demands.  Again,  I  think 
your  opening  statement  was  just  exactly  what  we  would  agree 
with. 

Let  me  just  briefly  review  the  cluster  proposals  that  we  would  be 
putting  forward,  and  of  course,  we  are  looking  forward  to  working 
with  this  committee. 

First,  the  health  professions  work  force  development  cluster 
would  support  a  comprehensive  system  of  financial  assistance  and 
related  field  service  for  students  and  provide  for  related  research 
and  data  activities.  Under  a  consolidated  National  Health  Service 
Corps  scholarship  and  loan  repayment  authority,  financial  assist- 
ance would  continue  to  be  available  to  students  who  agree  to  pro- 
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vide  primary  care  services  in  an  assigned  health  professional  short- 
age area. 

In  addition,  the  proposed  research  and  data  collection  authority 
would  enable  the  Federal  Government  to  work  in  partnership  with 
States  and  others  to  both  identify  the  gaps,  to  address  the  gaps  in 
information  about  work  force  needs  and  resources^  and  to  help  as- 
sure data  quality,  completeness,  compatibility  and  accuracy. 

Second  is  the  enhanced  area  health  education  centers  cluster, 
which  would  continue  the  success  of  the  AHEC,  and  I  do  not  think 
I  need  to  elaborate  on  this  in  light  of  both  your  comments  and 
those  by  Senator  Hatfield. 

We  would  give  States  priority,  but  certainly  the  academic  health 
centers  would  be  an  essential  participant  in  these  programs.  The 
target  would  be  to  better  distribute  primary  care  professionals 
among  underserved  communities,  particularly  in  this  case,  in  the 
fields  of  dentistry  and  geriatrics. 

Senator  Hatfield  suggested  that  perhaps  the  emphasis  on  den- 
tistry should  be  in  the  primary  care  cluster,  and  we  are  certainly 
open  to  that  suggestion. 

Special  consideration  will  be  given  to  training  networks  designed 
to  meet  the  unique  needs  of  older  Americans  and  of  rural  popu- 
lations. 

The  third  cluster  is  the  minority  disadvantaged  health  profes- 
sions cluster,  which  provides  for  programs  of  institutional  awards 
and  scholarships  for  disadvantaged  students.  Under  the  institu- 
tional award  activity,  schools  would  be  encouraged  to  develop  pro- 
grams and  target  recruitment  and  training  activities  at  students 
early  in  the  educational  pipeline — and  this  is  as  early  as  the  senior 
year  in  high  school,  for  example.  We  have  to  get  more  disadvan- 
taged students  into  universities  so  the  pool  for  qualified  applicants 
is  significantly  enhanced. 

We  believe  this  is  the  most  effective  means  of  achieving  a  sus- 
tainable, long-term  increase  in  the  number  of  minority  students 
who  pursue  a  health  professions  career.  In  making  awards,  pref- 
erence would  be  given  to  projects  which  have  a  demonstrated  com- 
mitment to  retaining  and  graduating  students  from  disadvantaged 
backgrounds  and  which  involve  more  than  one  health  professions 
discipline  or  training  institution.  And  again.  Madam  Chairman, 
your  emphasis  on  retention  as  well  as  recruitment  is  critical.  It  is 
not  sufficient  just  to  recruit. 

Under  a  consolidated  scholarship  program,  recipients  and  respec- 
tive grant  amounts  would  be  determined  by  the  schools.  A  service 
commitment  by  scholarship  recipients  would  not  be  required  in  our 
proposal — now,  that  is  an  area  where,  again,  we  have  some  dif- 
ference of  view. 

The  next  cluster  is  the  primary  care  medicine  and  public  health 
training  cluster,  which  would  include  two  components — one  for 
family  medicine,  and  the  other  for  developing  training  networks  for 
primary  care  and  public  health.  The  family  medicine  component 
would  help  establish  and  strengthen  family  medicine  departments, 
medical  student  clerkships,  and  residency  training  programs. 

These  need  to  continue  to  be  strengthened,  and  that  is  the  rea- 
son for  the  emphasis  on  family  medicine. 
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Primary  care  and  public  health  training  networks  would  inte- 
grate primary  care  training  in  family  practice,  general  internal 
medicine,  general  pediatrics,  and  physician  assistants,  while  in- 
creasing the  linkage  between  primary  care  and  public  health  train- 
ing. Increasingly,  I  think  we  are  going  to  see  the  need  for  public 
health  practitioners  and  primary  care  physicians  trained  together, 
because  we  will  have  common  goals  with  capitated  health  plans 
and  public  health  to  achieve  health  objectives  for  the  population. 
So  that  kind  of  training  is  going  to  be  increasingly  important. 

The  nursing  education  and  practice  cluster  would  support  activi- 
ties in  three  general  categories:  1)  strengthening  capacity  for  basic 
nurse  education  and  practice;  2)  nurse  practitioners,  nurse  mid- 
wives,  and  other  advanced  practice  nurses;  and  3)  increasing  nurs- 
ing work  force  diversity. 

In  my  testimony  also,  Madam  Chairman,  I  outline  the  areas 
where  we  have  agreement  with  you  on  your  proposals,  and  we  can 
discuss  that  to  the  extent  that  you  wish  in  the  period  for  question- 
ing. And  certainly  with  respect  to  two  areas — the  extension  of  the 
programs  for  4  years  rather  than  3  years — we  would  certainly  be 
supportive.  And  finally,  in  the  area  of  the  Council  on  Graduate 
Medical  Education,  COGME,  your  proposal  that  would  extend  this 
through  1999,  we  would  certainly  support. 

In  summary,  Madam  Chairman,  the  administration  looks  for- 
ward to  working  with  you  and  members  of  this  committee  to  de- 
velop a  reauthorization  bill  that  would  permit  the  Federal  Govern- 
ment to  strengthen  its  collaboration  with  State  and  local  govern- 
ments, educational  institutions,  professional  groups,  and  commu- 
nity organizations  to  bring  about  changes  in  health  work  force 
training  and  practice  to  meet  community  needs. 

We  appreciate  the  opportunity  to  testify,  and  we  will  respond  to 
any  questions. 

Thank  you. 

[The  prepared  statement  of  Dr.  Lee  follows:] 

Prepared  Statement  of  Dr.  Lee 

Madam  Chairman  and  members  of  the  committee,  I  am  happy  to  appear  before 
you  this  morning  to  discuss  the  Administration's  proposals  for  reform  and  reauthor- 
ization of  health  professions  and  nurse  education  programs  carried  out  under  Titles 
III,  VII,  and  VIIi  of  the  Public  Health  Service  Act.  I  am  accompanied  by  Dr.  Giro 
V.  Sumaya,  Administrator  of  the  Health  Resources  and  Services  Administration 
(HRSA),  Dr.  Fitzhugh  Mullan,  Director  of  HRSA's  Bureau  of  Health  Profession,  and 
Dr.  Marilyn  H.  Gaston,  Director  of  the  Bureau  of  Primary  Health  Gare. 

In  my  remarks,  I  shall  speak  about  the  importance  attached  by  the  Administra- 
tion to  this  clustering.  Our  proposal  is  to  replace  multiple  existing  categorical  grant 
authorities  with  new  cluster  authorities  addressing  five  broad  areas  of  program 
need.  This  is  part  of  our  effort  to  reinvent  government. 

I  have  also  been  asked  to  summarize  the  status  of  the  supply  and  distribution 
of  each  health  profession  and  close  with  a  few  words  about  the  Madam  Chairman's 
draft  bill. 

IMPORTANCE  OF  CONSOLIDATION 

The  Administration  is  committed  to  establishing  a  sound  legislative  foundation  for 
furthering  leadership  and  strategic  support  in  the  field  of  health  workforce  develop- 
ment. Despite  modest  funding  lor  more  than  20  years,  the  health  profession  pro- 
grams included  in  the  Public  Health  Service  Act  have  achieved  remarkable  success 
as  a  national  resource. 

— They  have  significantly  enhanced  the  quality  of  primary  care  curriculum  and 
fostered  a  growth  in  the  interest  of  medical  students  in  generalist  practice. 
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— Funding  of  residency  training  opportunities  in  Family  Medicine,  General  Inter- 
nal Medicine,  and  General  Pediatrics  have  increased  our  national  supply  of  much 
need  primary  care  physicians. 

— They  have  openea  opportunities  for  greater  numbers  of  minorities  to  pursue  and 
succeed  in  healtn  professions  careers  and  thereby  expanded  the  access  of  millions 
of  Americans  to  basic  medical  care. 

— They  have  spurred  an  unprecedented  growth  in  student  enrollment  among  the 
mid-level  professions  cf  nurse  practitioners,  nurse  midwives,  nurse  anesthetists  and 
physician  assistants. 

— Through  establishment  of  interdisciplinary  training  centers  in  geriatrics,  we 
have  improved  the  quality  of  health  care  received  by  older  Americans  and  the  train- 
ing given  to  their  health  care  professionals. 

S«:retary  Shalala  and  I  are  committed  to  assuring  that  the  Administration's  re- 
form proposal  for  health  professions  programs  build  upon  these  successes. 

Current  health  care  financing  systems  have  created  incentives  for  a  physician 
work  force  trained  in  high-cost,  high-tech,  episodic  methods  of  care.  The  workforce 
also  trains  and  utilizes  too  few  nurse  practitioners  and  other  non-physician  health 
professionals. 

The  rapidly  growing  competitive  health  care  market  is  also  changing  the  type  of 
health  care  professional  needed,  as  well  as  increasing  the  demand  lor  primary  care 
practitioners.  Graduates  who  have  had  training  in  community-based  settings  and 
cost-effective  approaches  to  practice  are  lacking.  There  continue  to  be  few  program 
which  provide  interdisciplinary  training. 

Thus,  in  its  present  configuration,  the  provider  workforce  and  associated  training 
program  are  not  well  matched  to  national  needs.  Bringing  about  the  changes  needed 
will  require  targeting  scarce  resources  to  create  positive  incentives  for  reform. 

HISTORICAL  CONTEXT  OF  PROPOSALS 

Between  the  early  1970's  and  1992,  there  was  steady  growth  in  small  categorical 
programs  which  addressed  special  health  care  needs.  Although  each  met  a  perceived 
need,  the  abundance  of  narrowly-focused  health  professions  authorities  today  limit 
the  Government's  flexibility  to  prioritize  limited  funding  and  respond  effectively  to 
emerging  health  workforce  challenges.  We  believe  the  current  categorical  grant  sys- 
tem has  come  to  place  unreasonable  administrative  burdens  and  costs  on  grantees 
and  Federal  administrators. 

The  Title  VII  and  VIII  health  professions  programs  were  most  recently  reauthor- 
ized in  1992  by  a  law  that  placed  needed  emphasis  on  meeting  needs  for  health 
workers  in  primary  care  and  in  medically  underserved  areas.  Certain  scholarship 
and  low-cost  loan  programs  were  made  conditional  upon  service  in  primary  care.  For 
many  great  programs,  the  1992  law  established  a  general  preference  for  applicants 
who  demonstrated  success  in  placing  graduates  in  medically  underserved  commu- 
nities. 

The  Administration's  reform  proposals  will  target  our  limited  resources  to  high- 
priority  needs  which  cannot  be  met  by  the  private  sector  or  State  and  local  govern- 
ments acting  alone.  The  cluster  proposals  establish  a  framework  within  which  the 
Federal  Government  can  work  in  partnership  with  State  and  local  governments  to 
assist  health  professions  schools,  professional  organizations,  foundations,  and  other 
non-Federal  entities  to  develop  comprehensive  approaches  to  meeting  health 
workforce  needs.  Requirements  for  consistency  with  related  State  and  Federal  plans 
and  for  linkages  among  health  care  and  educational  entities  would  promote  multi- 
disciplinary  and  interdisciplinary  approaches  and  encourage  community  involve- 
ment in  training  programs. 

— Each  cluster  authority  would  replace  multiple  categorical  authorities  and  spe- 
cial eligibility  and  project  retirements  with  a  comprehensive,  flexible,  and  effective 
Federal  authority.  Clear  goals  and  performance  measures  would  be  established  and 
monitored.  Grantees  would  be  freed  to  target  limited  resources  to  areas  of  greatest 
need.  Administration  would  be  simplified,  and  a  more  integrated  approach  to  pro- 
gram development  adopted. 

— Each  cluster  authority  would  have  as  its  purpose  (1)  achieving  specific  outcomes 
in  health  professions  workforce  development;  (2)  streamlining  the  administration  of 
program  initiatives;  and  (3)  maintaining  appropriate  training  activities.  The  pro- 
gram restructuring  which  address  cross-cutting  issues  relating  to  training  cites, 
community-based  training,  and  quality  improvement  would  be  phased  in,  permitting 
an  orderly  transition  of  programs. 

— Under  each  authority,  the  Department  of  Health  and  Human  Services,  in  col- 
laboration with  grantees,  would  develop  goals  and  performance  measures  tied  to 
program  objectives;  develop  individualized  performance  agreements  with  grantees; 
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and  support  a  data  standards-setting  process  to  promote  development  of  uniform 
performance  measures.  Award  of  funds  based  on  ability  to  meet  performance  out- 
comes would  help  focus  scarce  Federal  resources  on  activities  that  have  a  demon- 
strable impact  on  the  availability  of  health  workers  to  meet  a  national  and  state 
need. 

— Applications  for  funding  would  be  accepted  from  one  or  more  of  the  following: 
health  professions  schools,  academic  health  centers,  State  or  local  governments,  or 
other  appropriate  public  or  private  nonprofit  entities.  Requirements  for  consistency 
with  related  State  and  Federal  plans  and  for  linkages  among  health  care  and  edu- 
cational entities  would  emphasize  multidisciplinary  and  interdisciplinary  ap- 
proaches and  encourage  community  involvement  in  training  programs. 

— Funds  could  be  used  for  costs  of  planning,  developing,  or  operating  demonstra- 
tion training  programs,  faculty  development,  curriculum  improvement,  trainee  sup- 
port, technical  assistance,  workforce  analysis,  or  other  activities  that  will  produce 
desired  outcomes.  The  flexibility  would  maximize  the  "leveraging  potential"  of  Fed- 
eral funds,  and  grantees  would  have  broad  discretion  in  the  use  of  funds. 

— Preference  in  the  award  of  grants  would  be  given  to  projects  that  meet  specified 
standards  for  output  of  graduates  who  serve  medically  underserved  communities  or 
populations.  This  preference,  already  applied  to  certain  Title  VII  and  VIII  programs, 
would  reflect  the  Government's  continuing  commitment  to  help  meet  the  needs  of 
these  communities. 

— The  Secretary  would  be  authorized  to  reserve  up  to  10  percent  of  funds  from 
each  cluster  to  reward  recipients  that  make  improved  progress  toward  goals. 

— Non-Federal  matching  of  Federal  funds  could  be  required  as  appropriate  to  as- 
sure institutional  commitment  to  projects  and  to  increase  total  funding  available  for 
the  activity.  Matching  retirements  encourage  local  communities  and  educational  in- 
stitutions to  make  resource  commitments  to  the  activity  and  enhance  the  prospects 
for  continued  operation  of  a  project  following  phase-out  of  Federal  aid  for  that 
project. 

— Existing  grantees  under  programs  in  efTect  prior  to  the  enactment  of  the  new 
authority  could  continue  to  receive  funds  through  the  end  of  the  approved  project 
period.  This  provision  would  prevent  disruption  of  ongoing  programs  and  will  allow 
time  for  institutions  to  develop  individual  or  collaborative  applications  for  funds 
under  the  new  authority. 

In  contrast  to  current  law,  the  Administration's  proposal  would  reduce  the  total 
number  of  awards  and  provide  administrative  savings  through  a  reduction  in  re- 
hired applications  and  reports.  Program  consolidation  responds  to  concerns  about 
the  need  to  reduce  the  overall  number  of  Title  VII  programs. 

CHARACTERISTICS  OF  SPECIFIC  CLU^ERS 

The  five  specific  reform  clusters  proposed  by  the  Administration  are: 

— Health  Professions  Workforce  Development 

— Enhanced  Area  Health  Education  Centers 

— Minority/Disadvantaged  Health  Professions 

— Primary  Care  Medicine  and  Public  Health  Training 

— Nursing  Education/Practice 

The  Health  Professions  Workforce  Development  Cluster  would  support  a  com- 
prehensive system  of  financial  assistance  ana  related  field  service  for  students  and 
provide  for  related  research  and  data  activities.  Under  a  consolidated  NHSC  Schol- 
arship and  Loan  Repayment  authority,  financial  assistance  would  continue  to  be 
available  to  students  who  agree  to  provide  primary  care  services  in  on  assigned 
health  professional  shortage  area. 

In  addition,  the  proposed  health  professions  research  and  data  collection  authority 
will  enable  the  Federal  Government  to  work  in  partnership  with  States  and  others 
to  address  gaps  in  information  about  health  workforce  needs,  and  resources,  and 
help  assure  data  quality,  completeness,  compatibility,  and  accuracy. 

The  Enhanced  Area  Health  Education  Centers  Cluster  would  continue  the  success 
of  the  AHEC  program  by  working  with  States,  academic  health  centers,  community 
organizations,  and  employers  to  expand  the  operation  of  interdisciplinary  outcome- 
oriented  training  networks.  In  a  shift  of  emphasis  from  the  past,  we  will  give  States 
priority  in  receipt  of  awards  and  encourage  them  to  better  target  gaps  in  the  dis- 
tribution of  primary  care  professionals,  particularly  in  the  fields  of  dentistry  and 
geriatrics,  among  underserved  communities.  Special  consideration  will  be  given  to 
establishment  of  training  networks  designed  to  meet  the  unique  health  needs  of 
older  Americans  and  of  rural  populations. 

The  Minority/Disadvantaged  Health  Professions  Cluster  provides  for  programs  of 
institutional  awards  and  scnolarships  for  disadvantaged  students.  Under  the  insti- 
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tutional  award  activity,  schools  would  be  encouraged  to  develop  programs  and  target 
recruitment  and  training  activities  at  students  early  in  the  educational  pipeline.  We 
believe  this  is  the  most  elTective  means  of  achieving  a  sustainable,  longterm  in- 
crease in  the  numbers  of  minority  students  who  pursue  a  health  professions  career. 
In  making  awards,  preference  would  be  given  to  projects  which  have  a  demonstrated 
commitment  to  retaining  and  graduating  students  from  disadvantaged  backgrounds 
and  which  involve  more  than  one  health  discipline  and/or  training  institution. 

Under  a  consolidated  scholarship  program,  the  Secretary  would  make  grants  to 
schools  of  medicine,  osteopathic  medicine,  dentistry,  public  health,  and  bacca- 
laureate or  graduate -level  nursing,  and  to  physician  assistant  training  programs. 
Scholarship  recipients  and  respective  grant  amounts  would  be  determined  by  the 
schools.  A  service  commitment  by  scholarship  recipients  would  not  be  rehired  in 
part  to  acknowledge  the  underrepresentation  of  students  from  disadvantaged  back- 
grounds across  the  range  of  medical  specialties  and  health  professions. 

The  Primary  Care  Medicine  ad  Public  Health  Training  Cluster  would  include  two 
components,  one  for  family  medicine  residency  capacity  building,  and  the  other  for 
development  of  training  networks  for  primary  care  and  public  health.  The  family 
medicine  component  would  help  establish  and  strengthen  family  medicine  depart- 
ments, medical  student  clerkships,  and  residency  training  programs. 

Primary  care  and  public  health  training  networks  would  integrate  primary  care 
training  (family  practice,  general  internal  medicine,  general  pediatrics,  and  physi- 
cian assistants)  while  increasing  the  linkage  between  primary  care  and  public 
health  training.  Interdisciplinary  training  is  essential  to  achieving  national,  regional 
and  local  goals  in  primary  care  and  public  health  training. 

The  Nursing  Education/Practice  Cluster  would  support  activities  in  three  general 
categories:  (1)  Strengthening  capacity  for  basic  nurse  education  and  practice;  (2) 
nurse  practitioners,  nurse  midwives,  and  other  advanced  practice  nurses;  and  (3)  in- 
creasing nursing  workforce  diversity. 

STATUS  REPORT:  SUPPLY  AND  DISTRIBUTION  OF  THE  HEALTH  PROFESSIONS 

Physicians:  Most  experts  who  have  looked  at  the  Nation's  supply  of  physicians 
have  concluded  that,  in  general,  while  the  nation  has  an  adequate,  or  more  than 
adequate  supply  of  physicians,  there  are  too  many  specialist  physicians,  and  too  few 
generalists.  The  present  situation  is  the  result  of  both  explicit  Federal  and  State, 
and  private  sector  policies  to  increase  physician  supply  and  payment  policies  that 
have  provided  strong  economic  incentives  for  physicians  to  enter  surgical  specialties, 
medical  subspecialties,  and  radiology. 

Beginning  in  1963,  the  Federal  Government  responded  to  perceived  shortages  of 
physicians  through  grants  and  loans  to  medical  schools  for  expansion  of  facilities 
and  funds  for  student  financial  aid.  By  the  late  1960's  direct  per  capita  payments 
for  expansion  of  medical  school  class  size  were  made.  The  nation  moved  from  a  phy- 
sician supply  of  about  300,000  active  physicians  (150  per  100,000  population),  to 
600,000  (240  per  100,000). 

In  the  1960's,  Congress  declared  that  there  was  a  shortage  of  physicians  in  the 
United  States.  This  declaration  resulted  in  changes  in  immigration  policies  that 
added  substantially  to  the  physician  pool  by  encouraging  an  influx  of  graduates  of 
international  medical  schools  (IMGs).  One-fifth  of  all  practitioners  in  the  United 
States  are  now  IMGs.  These  numbers  have  increased  rapidly  during  the  past  20 
years.  In  1994,  there  were  about  1,500  international  medical  school  graduates  in 
residency  training  programs  in  the  United  States,  versus  18,500  United  States  grad- 
uates. 

Another  Federal  policy  initiated  in  the  1960's  and  1970's  which  affected  physician 
supply  was  that  under  Medicare,  direct  and  indirect  educational  payments  were 
structured  as  an  add-on  to  hospital  payments.  This  provides  an  incentive  to  expand 
the  number  of  residency  training  programs  and  positions,  because  of  the  favorable 
payment  policies. 

In  1961,  physicians  in  the  United  States  were  evenly  divided  between  specialist 
and  generalists.  Today,  more  than  two-thirds  of  physicians,  are  practicing  as  spe- 
cialists. These  trends  were  in  part  the  result  of  the  rapid  advances  in  biomedical 
research  and  technology,  the  rapidly  growing  body  of  knowledge  that  had  to  be  un- 
derstood by  physicians,  and  payment  policies  which  favored  specialists.  Although  in- 
terest in  primary  care  among  medical  school  graduates  is  rising  slowly,  it  remains 
far  below  levels  required  by  an  health  care  delivery  system  that  is  efficient,  cost  ef- 
fective and  accessible. 

Nursing:  Nursing  constitutes  the  largest  segment  of  those  employed  in  health 
care.  In  1992  our  health  care  system  employed  1.8  million  registered  nurses  (RN), 
550,000  licensed  practical  nurses/vocational  nurses  (LPNAT^);  and  1  million  assistive 
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nursing  personnel.  Despite  growth  in  the  nursing  workforce  during  the  past  decade, 
we  know  the  need  for  trained  community  and  advanced  practice  nurses  to  work  in 

f)rimary  care,  clinical  nurse  specialties,  and  in  a  variety  of  sites,  including  schools, 
ong  term  care  facilities,  and  other  non-hospital  settings  is  increasing  sharply.  Such 
demand  signals  new  employment  opportunities  for  many  Americans  if  we  can  sup- 
port the  faculty  and  educational  infrastructure  to  meet  the  needs  of  new  students. 

Public  Health:  While  there  is  an  oversupply  of  physicians  and  nurses  for  personal 
health  care,  that  is  not  the  case  in  public  health.  The  goal  of  public  health  is  to 
protect  and  promote  the  health  of  all  Americans  and  to  prevent  disease.  The  respon- 
sibilities of  public  health  professionals  include:  preventing  epidemics  and  the  spread 
of  disease;  providing  protection  against  environmental  hazards;  preventing  injuries; 
promoting  and  encouraging  healthy  behaviors;  responding  to  disasters  and  assisting 
communities  in  recovery;  and  assuring  the  quality  and  accessibility  of  health  serv- 
ices (see  attachment).  Although  data  are  limited,  reports  to  Congress  on  the  Status 
of  Health  Personnel  indicate  consensus  that  there  are  shortages  of  public  health 
personnel  such  as  public  health  physicians  and  nurses,  environmental  health  profes- 
sionals, and  personnel  trained  in  epidemiology,  biostatistics,  and  laboratory  analy- 
sis. 

GEOGRAPHIC  MALDISTRIBUTION 

In  spite  of  the  huge  increase  in  physician  supply  in  the  past  thirty  years,  serious 
shortages  remain  in  many  rural  and  inner  city  areas.  To  meet  the  direct  needs  of 
isolated  rural  regions,  and  poor  inner-city  areas,  a  multi-faceted  approach  has 
emerged  which  includes  State  loan  forgiveness,  rural  health  initiatives,  reimburse- 
ment by  Medicare,  telemedicine,  and  the  National  Health  Service  Corps  (NHSC). 
The  NHSC  WAS  created  in  the  early  1970's  to  provide  health  care  practitioners  for 
designated  health  professions  shortage  areas.  Through  the  NHSC  scholarship  pro- 
gram the  Government  pays  the  full  cost  of  a  student's  professional  education  and, 
in  return,  the  student  agrees  to  serve  for  several  years  in  a  region  with  critical 
shortages  of  health  care  personnel.  In  1994,  approximately  1,900  NHSC  physicians, 
nurse  practitioners,  nurse  midwives,  and  dentists  represented  the  only  available 
source  of  basic  health  care  for  3.8  million  Americans  and  their  families.  Corps  mem- 
bers served  in  communities  ranging  from  Tribune,  KS  to  the  Roxbury  conmaunity 
in  Boston  and  Bridgeport,  CT.  About  20,000  health  care  professionals  have  served 
in  designated  shortage  areas  since  1970.  Some  14,000  haven  received  scholarships; 
others  received  low  repayments;  some  were  volunteers.  Despite  the  notable  contribu- 
tions of  the  Corps,  there  continue  to  be  thousands  of  communities  which  meet  the 
definition  of  health  profession  shortage  areas  in  which  millions  of  individuals  live. 

WORKFORCE  DIVERSITY:  MULTIRACIAL-MULTICULTURAL 

Minorities  continue  to  be  seriously  underrepresented  in  the  health  care  workforce. 
While  comprising  22  percent  of  the  population,  members  of  disadvantaged  minority 
groups  make  up  only  7  percent  of  physicians,  IQ  percent  of  medical  students,  8  per- 
cent of  nurses  and  physician  assistants,  5  percent  of  dentists  and  3  percent  of  allied 
health  personnel.  We  must  work  to  remedy  this  lack  of  minority  professionals  if  we 
are  to  expand  the  availability  ofT  health  care  services  to  disadvantaged  populations 
and  do  so  in  a  culturally  appropriate  manner.  The  efiective  practice  of  medicine 
must  recognize  the  vast  diversity  of  cultural  beliefs  that  affect  health  behaviors.  Our 
educational  system  must  strive  to  recruit  and  educate  health  care  personnel  who 
can  bent  respond  to  those  needs. 

COMMENTS  ON  THE  MADAM  CHAIRMAN'S  DRAFT  BILL 

Madam  Chairman,  we  were  pleased  to  have  an  opportunity  to  review  an  early 
version  of  vour  bill  and  encouraged  by  your  approach  to  the  reform  of  these  authori- 
ties. The  draft  bill,  like  the  Administration's  proposal,  seeks  to  better  focus  limited 
Federal  resources  by  substantially  reducing  the  number  of  categorical  health  profes- 
sions programs  that  comprise  Titles  VII  and  VIII.  Your  draft  legislation  would  re- 
place these  programs  with  a  smaller  number  of  comprehensive,  efficient  and  flexible 
authorities. 

Although  there  are  areas  where  the  proposal  departs  from  the  Administration's 
proposal,  this  morning  I  would  prefer  to  use  my  remaining  time  to  comment  on 
those  areas  of  agreement.  In  the  coming  weeks  we  look  forward  to  working  closely 
with  you  and  the  other  Members  of  the  Committee  in  a  truly  collaborative  spirit. 
It  is  clear  we  share  the  same  objectives  of  using  the  reauthorization  process  to 
sharpen,  refine  and  build  upon  the  success  of  these  programs. 
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Like  the  Administration's  proposal,  the  draft  bill's  proposal  for  the  Disadvantaged 
Health  Professions  Training  authority  provides  the  Secretary  a  broad  and  flexible 
authority  to  guide  the  allocation  of  funding.  We  agree  that  preference  should  be 
given  to  projects  that  involve  more  than  one  health  profession  s  discipline  or  train- 
ing institution  and  have  an  above  average  record  of  retention  and  graduation  of  in- 
dividuals. We  are  pleased  to  note  that  existing  grantees  would  be  protected  during 


Similarly,  the  Primary  Care  and  Preventive  Medicine  Training,  Health  Profes- 
sions Workforce  Development,  Community-Based  Training  in  Underserved  Areas, 
and  Nursing  Workforce  Development  place  greater  reliance  upon  outcomes,  encour- 
age collaboration  among  health  and  educational  institutions,  and  simplify  program 
Administration. 

We  like  your  proposal  to  extend  the  authorization  period  to  four  years  rather  than 
three  years  as  suggested  in  our  proposal. 

In  summary.  Madam  Chairman,  we  look  forward  to  working  with  you  to  develop 
a  reauthorization  bill  that  will  enable  the  Federal  Government  to  strengthen  its  col- 
laboration with  state  and  local  governments,  educational  institutions,  professional 
groups,  and  community  organizations  to  bring  about  needed  changes  in  health 
workforce  training  and  practice.  Although  we  may  differ  on  specific  approaches  to 
achieving  health  professions  reform,  we  agree  about  the  importance  of  continued 
Federal  leadership  and  the  need  to  make  better  use  of  what  limited  Federal  support 
is  available. 

I  would  be  happy  to  answer  any  questions  you  may  have. 


their  current 


iods, 
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The  Chairman.  Thank  you  very  much,  Dr.  Lee.  I  appreciate  your 
thoughtful  observations. 

In  talking  about  where  there  was  an  undersupply,  you  mentioned 
public  health  nurses,  among  others.  It  seems  to  me  that  often — and 
I  am  sure  there  will  be  testimony  coming  later  regarding  the  nurs- 
ing programs — but  from  just  a  casual  observation,  it  would  seem  to 
me  that  in  some  areas,  we  have  an  oversupply  of  nurses,  and  in 
others  an  undersupply  perhaps  largely  because  career  options  are 
not  given  adequate  attention.  I  am  thinking  really  of  recruitment 
for  public  health  nursing.  Has  this  shown  to  be  a  problem? 

Dr.  Lee.  I  would  say  absolutely  there  are  some  areas  where 
there  is  an  oversupply.  In  some  areas  of  nursing,  for  example,  in 
the  hospital-based  nurse  training  programs,  we  have  an  ample  sup- 
ply of  basically  hospital  nurses  in  most  areas  except  for  some  rural 
areas;  but  in  some  other  areas,  like  primary  care  nursing,  in  some 
geographic  areas,  there  are  nurse  shortages,  and  in  some  specialty 
fields  like  midwifery  or  primary  care  nursing  or  clinical  nurse  spe- 
cialties, I  think  there  are  areas  where  advanced  practice  nursing, 
baccalaureate  degree  nurses  with  advanced  clinical  training,  where 
there  are  definitely  shortages. 

So  it  does  vary  by  geographic  area,  and  it  varies  by  the  level  of 
training  of  the  nurses. 

The  Chairman.  But  I  am  also  asking  whether  we  give  enough  at- 
tention to  encouraging  nurses  to  look  at  public  health  nursing. 

Dr.  Lee.  I  do  not  think  we  do  that,  and  I  think  we  have  to  take 
some  responsibility  in  that  area.  It  is  interesting — v/e  now  have  an 
exhibit  coming  into  my  office  of  the  Nurse  Cadet  Corps  in  the  Sec- 
ond World  War.  The  commitment  at  that  time  of  the  Public  Health 
Service  and  the  Federal  Government  to  meet  a  particular  need 
showed  how  dramatically  successful  a  targeted  program  can  be. 
And  I  agree  with  you  that  we  need  to  give  greater  priority  fi*om  our 
standpoint  in  the  Department  and  in  the  Public  Health  Service  to 
public  health  nursing. 

The  Chairman.  I  just  happen  to  feel  it  is  a  very  important  com- 
ponent, and  I  am  pleased  that  you  recognize  and  realize  that  per- 
haps it  needs  a  little  advertising. 

Senator  Hatfield  mentioned  moving  dentistry  to  preventive  and 
primary  care.  I  have  it  under  the  work  force  development.  But  let 
me  just  ask,  is  dentistry  in  over-  or  under-supply  at  this  point? 

Dr.  Lee.  Dentistry  is  quite  different  than,  say,  medicine,  because 
there  is  much  less  insurance;  it  is  much  more  fee-for-service.  But 
there  are  very  significant  unmet  dental  needs,  although  we  have 
made  very,  very  significant  progress  with  fluoridation,  for  example. 
It  is  one  of  the  most  effective  preventive  programs  that  we  have 
ever  had  in  reducing  dental  caries.  But  there  are  still  significant 
unmet  needs,  and  I  believe  we  need  more  dentists  in  areas  like 
children's  dentistry  and  in  some  areas  of  restorative  dentistry,  we 
need  more  in  geriatrics  in  general  dentistry,  we  need  more  in  rural 
areas.  There  are  significant  unmet  dental  needs  in  rural  areas,  and 
the  market  at  the  present  time  has  not  been  sufficient  to  respond 
to  those  needs;  in  other  words,  the  market  forces  have  not  brought 
general  dentists  in  the  main  into  rural  areas.  So  that  there  are 
some  targeted  shortages. 
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The  Chairman.  But  is  there  anything  to  indicate  that  dentists, 
any  more  than  anyone  else,  are  Hkely  to  go  to  underserved  areas? 

Dr.  Lee.  No,  I  do  not  think  so.  I  do  not  think  we  have  any  evi- 
dence— and  maybe  I  could  be  corrected — ^but  the  factors  that  affect 
a  practitioner  going  to  a  rural  area — obviously,  there  are  income 
opportunities,  professional  opportunities,  schools  for  their  children, 
and  other  factors  which  affect  whether  somebody  moves  and  then 
stays  in  a  rural  area — or  in  an  inner  city  area,  there  are  other 
things  that  affect  their  willingness  to  practice  in  those  areas.  And 
I  do  not  think  dentists  are  any  more  willing  than  others  to  over- 
come those  obstacles. 

The  Chairman.  Thank  you.  My  time  is  up. 

Senator  Kennedy. 

Senator  Kennedy.  Thank  you  very  much. 

I  particularly  appreciate  the  focus  on  children  and  children's  den- 
tistry. On  fluoridation,  going  back  a  long  period  of  time,  we  had  a 
$10  million  voluntary  program,  and  you  would  have  thought  we 
had  a  nuclear  meltdown  over  on  the  floor  of  the  U.S.  Senate  among 
some  of  my  environmentalist  friends,  about  how  we  are  contami- 
nating and  poisoning  the  water.  In  Charlestown,  MA,  the  average 
10-year-old  has  10  cavities;  yet  they  do  not  have  them  out  in 
Brookline,  and  they  do  not  have  them  in  Newton,  because  they 
have  fluoridated  water  in  other  parts  of  the  State.  So  we  still  have 
a  long  way  to  go. 

I  wonder  if  you  could  just  briefly  comment  about  the  importance 
of  investing  in  the  primary  care  functions  and  the  impact  that  that 
has  in  terms  of  the  total  cost  of  our  health  care  system.  Isn't  this 
an  important  investment  in  terms  of  overall  health  care  costs  in 
terms  of  improving  access  to  quality  health  care  and  preventive 
services  through  an  enhanced  primary  care  function,  and  doesn't 
that  have  a  very  powerful  impact? 

Dr.  Lee.  The  well-trained  primary  care  physician  or  nurse  practi- 
tioner can  have  a  very  significant  impact  first  of  all  on  access  to 
care.  Without  well-trained  primary  care  clinicians,  your  entry  point 
becomes  any  of  50  different  subspecialties,  and  that  does  not  result 
in  good  coordination  of  care. 

The  primary  care  generalist,  who  first  of  all  must  make  the  right 
diagnosis — is  this  person  seriously  ill,  or  is  it  a  common  problem, 
and  what  is  the  best  approach  to  treatment — and  then  the  continu- 
ing coordination  of  the  care  and,  in  many  cases,  providing  that  care 
directly.  Those  two  functions  if  performed  well  can  significantly 
lower  the  rate  of  increase  in  the  cost  of  care.  Studies  by  Al  Tarloff 
in  Boston  and  his  group  show  that  generalists  treating  people  even 
with  chronic  conditions,  the  outcomes  are  equivalent,  and  the  costs 
are  significantly  less. 

I  think  we  have  significant  evidence  that  a  well-trained  primary 
care  work  force — and  I  emphasize  the  need  for  good  training — 
would  be  very  important  to  both  access,  quality,  and  cost. 

Senator  Kennedy.  And  I  think  it  helps  to  underline  the  impor- 
tance of  making  sure  that  we  do  not  short-change  these  very  im- 
portant programs. 

Second,  we  can  assume  that  the  emphasis  you  are  giving  in 
terms  of  the  primary  care  function  is  also  across-the-board  in  terms 
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of  the  administration's  position  on  reimbursement  programs,  Medi- 
care, and  other  areas? 

Dr.  Lee.  Yes.  We  are,  of  course,  following  Congress'  lead  on  phy- 
sician payment  in  the  Medicare  program,  but  that  is  very  consist- 
ent with  the  approaches  we  are  taking — greater  emphasis  on  pay- 
ment for  evaluation  and  management,  and  decreased  emphasis  on 
payment  for  radiology  and  other  services. 

Senator  Kennedy.  This  is  important,  because  for  years,  we  were 
trying  to  do  one  thing  here,  and  the  other  committee  was  doing  the 
other  part,  and  there  was  a  continued  mish-mash.  So  I  think  hav- 
ing a  consolidated  approach  will  have  long-term  benefits. 

Just  briefly,  Senator  Hatfield  talked  about  reducing  the  adminis- 
trative costs.  Of  course,  all  of  us  are  interested  in  reducing  the  ad- 
ministrative costs.  But  what  is  your  own  estimate,  or  have  you 
made  an  estimate,  in  the  consolidation  of  these  program  about 
what  can  realistically  be  saved?  I  do  not  want  to  see  cutbacks  in 
programs  on  the  premise  that  "X"  amount  can  be  squeezed  out  of 
these  programs,  and  therefore  we  can  just  go  ahead  and  cut  out 
millions  of  dollars,  and  not  think  we  are  going  to  have  an  impact 
on  the  quality  of  those  programs.  We  are  interested  in  as  accurate 
information  as  we  can  have  on  that. 

Dr.  Lee.  Let  me  just  show  you  an  example.  In  the  Bureau  of  Pri- 
marv  Care,  this  is  the  previous  proposal  that  was  submitted.  Al- 
ready, they  have  boiled  it  down  to  this.  Now,  this  is  the  kind  of 
change — we  will  see  reductions  in  the  need  for  people  in  the  Fed- 
eral work  force.  As  a  result,  we  will  have  money  savings  and  FTE 
savings  over  the  next  5  years — I  think  it  is  about  $15  million  that 
we  estimate  savings,  just  in  terms  of  administrative  savings  on 
consolidation.  And  then,  at  the  level  of  the  recipient,  when  you 
have  to  fill  out  an  application  like  this,  instead  of  one  of  these,  you 
are  going  to  see  significant  savings  at  the  receiving  end  as  well. 

Improved  efficiency  and  improved  outcomes  will,  I  think,  also  be 
results  because  these  will  be  results-oriented,  they  will  be  outcome- 
oriented,  just  as  Senator  Kassebaum  has  proposed  in  her  proposals. 
And  I  think  we  will  see  more  effectiveness,  which  is  where  the  big 
savings  will  really  come. 

Senator  Kennedy.  Finally,  I  pose  a  broader  question  more  than 
a  specific  one — we  provide  a  good  deal  of  help  and  assistance  at  the 
Federal  level  in  terms  of  the  medical  education  programs,  unlike 
what  we  do  in  terms  of  law  school,  for  example,  and  we  have  a 
range  of  ways  which  have  been  outlined  here  in  the  course  of  this 
legislation  and,  as  we  know,  in  Medicare  support  and  other  support 
for  medical  education  programs. 

Do  you  want  to  comment  about  why  that  is  necessary,  why  there 
has  to  be  Federal  involvement?  In  this  committee,  we  hear  a  good 
deal  about  why  we  need  to  have  support  in  terms  of  the  human- 
ities, why  we  need  it  for  the  arts,  why  we  need  it  for  public  broad- 
casting. Why  do  we  need  it  in  terms  of  the  training  of  health  care 
personnel?  That  would  be  number  one.  And  second,  what  do  we  say 
to  the  optometrists,  the  podiatrists,  and  the  chiropractors  in  terms 
of  the  reduction  in  support  of  their  functions? 

Dr.  Lee.  First  of  all,  with  respect  to  health,  public  health  is  a 
public  good.  We  cannot  achieve  the  health  of  the  public  without  a 
common  set  of  policies,  and  that  actually  means  at  the  community 


26 


level,  at  the  State  level,  or  at  the  Federal  level,  whether  it  is  sup- 
port of  biomedical  research,  whether  it  is  the  public  health  protec- 
tion programs  of,  let  us  say,  the  Food  and  Drug  Administration, 
whether  it  is  work  force  policies,  where  you  have  shortages  that  are 
not  met  by  the  market,  we  fill  those  gaps.  Where  there  is  a  market 
failure,  then  we  have  collective  action  to  meet  the  need.  And  cer- 
tainly primary  care  is  one  of  those  areas  where  we  have  seen  a 
market  failure.  Research  is  another  one.  We  have  NIH  because  the 
private  sector  will  not  provide  the  funds  for  the  support  of  basic  re- 
search; yet  our  pharmaceutical  industry  and  our  health  care  deliv- 
ery are  very  dependent  on  that  kind  of  research  support. 

So  that  there  is  a  public  good  that  is  the  basic  rationale,  and 
where  there  is  market  failure,  and  where  that  cannot  be  met  by  a 
State  action,  then  there  needs  to  be  Federal  action.  And  there  are 
really  four  areas  where  we  do  that — one  is  research,  one  is  broad 
public  health  areas;  FDA  would  be  included  in  those;  support  and 
services  to  vulnerable  populations  that  are  not  met  at  the  State 
level,  and  Medicaid  is  an  example  of  that,  as  is  the  Indian  Health 
Service;  and  then  there  is  the  development  of  infrastructure,  where 
we  see  NIH,  CDC,  and  the  development  of  information  systems,  the 
information  superhighway.  Those  are  appropriate  Federal  functions 
in  partnerships  with  States  and  the  private  sector  to  meet  a  need 
that  none  of  those  can  meet  alone. 

With  respect  to  chiropractic,  optometry,  and  other  health  profes- 
sions, there  are  areas  where  there  is  a  local  market,  and  there  are 
areas  where  there  is  a  national  market.  Where  there  is  a  national 
market,  I  think  there  is  a  Federal  role.  Primary  care  medicine  is 
such  a  national  market.  Where  the  market  is  principally  local  or 
within  a  State,  then  I  think  you  would  have  to  justify  in  those 
areas  why  you  would  have  a  Federal  role  to  subsidize  the  develop- 
ment of  those  special  health  professions. 

So  that  is  the  way  I  would  look  at  those  and  look  at  other  health 
professions. 

Senator  Kennedy.  Very  good.  My  time  is  up.  Thank  you  very 
much.  It  is  nice  to  welcome  you  back,  Dr.  Lee. 
Dr.  Lee.  Thank  you.  It  is  a  pleasure  to  be  here. 
The  Chairman.  Senator  DeWine. 

Senator  DeWine.  Good  morning,  Mr.  Secretary.  Just  a  general 
question.  We  have  talked  this  morning  about  underserved  popu- 
lations, underserved  areas,  the  need  for  having  more  minorities  as 
care  providers,  everything  from  doctors,  nurses,  etc.  I  am  wonder- 
ing if  you  could  give  me  some  historical  perspective  of  where  we 
are  in  this  country  in  those  three  areas — say,  today  versus  5  years 
ago,  10  years  ago,  20  years  ago?  It  is  a  real  general  question,  and 
all  I  expect  is  a  general  answer. 

Dr.  Lee.  Well,  if  we  go  back  to  when  I  served  in  this  job  the  first 
time  in  1965,  and  when  Senator  Kennedy  

Senator  DeWine.  That  is  called  historical  perspective. 

Dr.  Lee  [continuing].  That  is  historical  perspective.  But  our 
health  manpower  policies  in  those  days  were  designed  to  meet  very 
serious  shortages  that  were  identified.  Everybody  agreed  we  had  a 
very  serious  shortage  of  physicians.  The  policies  that  were  devel- 
oped in  concert  with  the  American  Medical  Association,  the  Asso- 
ciation of  American  Medical  Colleges,  the  nurses,  said  that  we 
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needed  to  strengthen  and  expand  enrollment  in  existing  schools 
and  develop  new  schools.  There  were  States  like  West  Virginia  that 
did  not  have  a  medical  school.  There  were  States  like  New  Mexico 
that  did  not  have  a  medical  school,  had  serious  shortages;  or  areas 
of  the  country — in  my  own  State  of  California,  San  Diego  did  not 
have  a  medical  school.  Creating  new  medical  schools  in  those  areas 
helped  to  solve  their  physician,  and  in  many  cases,  other  manpower 
shortage  problems. 

By  the  mid-seventies,  it  was  very  clear  that  we  no  longer  had  an 
aggregate  shortage.  In  fact,  some  people  even  suggested  we  had  al- 
ready overshot  the  mark. 

Two  reasons  affected  that.  One  was  the  rapidity  with  which  the 
U.S.  institutions  responded  to  these  incentives — capitation  grants 
for  enrollment  and  capital  funding  to  expand  the  facilities,  student 
financial  aid.  Those  were  very  effective  polices  in  meeting  those 
identified  needs.  We  then  began  to  see — and  with  rapid  immigra- 
tion, because  Congress  said  there  was  a  health  manpower  shortage. 
Immigration  policies  were  changed;  foreign  medical  graduates 
could  enter,  and  they  entered  very  rapidly.  Now,  about  20  percent 
of  our  physician  work  force  are  graduates  of  foreign  medical 
schools. 

I  think  we  have  overshot  the  mark  a  bit,  so  we  now  need  to  deal 
with — and  as  our  reimbursement  and  Medicare  and  Medicaid — to 
deal  with  underserved  populations.  And  Medicare,  although  expen- 
sive, has  been  tremendously  successful  not  only  in  access  to  care 
and  quality  of  care,  but  improvement  in  the  health  of  the  elderly 
has  been  more  rapid  in  the  United  States  than  in  many  other  coun- 
tries since  Medicare  was  enacted. 

So  we  designed  policies  to  meet  particular  needs,  and  they  met 
those  needs.  We  now  have  a  different  set  of  problems.  We  have  cost 
problems  that  we  did  not  have  in  the  sixties.  We  have  physician 
and  other  work  force  issues  now — oversupply  of  specialties, 
undersupply  of  generalists. 

In  the  mid-1960's,  after  the  Civil  Rights  Act,  medical  schools, 
nursing  schools,  dental  schools,  pharmacy  schools  and  others  dra- 
matically changed  their  admission  policies.  Women  began  to  come 
into  medical  schools;  now  about  half  the  entrants  are  women.  We 
have  seen  significant  increases  in  minorities.  But  because  of  their 
financial  disadvantage,  and  in  some  cases  because  of  earlier  edu- 
cational disadvantage  in  high  school  and  in  college,  they  have  not 
had  the  same  opportunity  as  more  economically  advantaged  stu- 
dents or  educationally  advantaged  students. 

So  those  problems,  although  we  are  moving  toward  correction,  we 
still  have  a  way  to  go. 

In  terms  of  underserved  areas,  rural  areas,  those  needs  persist. 
The  policies  have  not  been  as  effective  in  addressing  those  needs. 
In  the  inner  city  areas — and  you  will  hear  later  from  Reed 
Tuckson,  who  is  providing  great  leadership  in  Los  Angeles  to  orga- 
nize a  medical  school  and  a  teaching  hospital  to  meet  the  needs  of 
an  inner  city  area. 

So  those  are  I  think  the  new  problems.  I  think  we  have  found 
that  we  can,  working  together,  solve  the  problems  if  we  identify  the 
right  problems  and  targeted  our  solutions. 

Senator  DeWine.  Thank  you  very  much. 
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Thank  you,  Madam  Chair. 

The  Chairman.  Well,  that  was  an  interesting  survey  of  past 
needs  and  how  they  have  changed.  Thank  you  very  much,  Dr.  Lee. 
It  is  a  pleasure  to  have  you  here  this  morning. 

Dr.  Lee.  Thank  you.  I  hope  that  when  I  take  this  job  in  25  years, 
we  will  not  still  be  addressing  the  same  problems.  [Laughter.] 

The  Chairman.  Well,  we  are  working  on  it;  I  am  sure  that  will 
be  the  case. 

Thank  you  very  much,  Secretary  Lee. 

The  Chairman.  We  welcome  the  next  panel.  It  is  a  pleasure  to 
welcome  first  Dr.  Gary  Filerman,  associate  director  of  Federal  pro- 
grams at  The  Pew  Health  Professions  Commission;  second,  Dr. 
Reed  Tuckson,  president  of  Charles  R.  Drew  Medical  College,  Uni- 
versity of  Medicine  and  Science;  and  Dr.  David  Kindig,  professor  of 
preventive  medicine  and  director  of  the  Wisconsin  Network  for 
Health  Policy  Research,  University  of  Wisconsin-Madison  Medical 
School. 

We  welcome  all  three  of  you  and  your  great  insights  to  this  issue. 
All  three  of  you  have  contributed  a  great  deal  in  the  past  to  trying 
to  understand  the  questions  that  face  us  in  health  and  the  health 
professions. 

Dr.  Filerman. 

STATEMENTS  OF  GARY  L.  FILERMAN,  ASSOCIATE  DIRECTOR, 
PEW  HEALTH  PROFESSIONS  COMMISSION;  DR.  REED  V. 
TUCKSON,  PRESIDENT,  CHARLES  R.  DREW  UNIVERSITY  OF 
MEDICINE  AND  SCIENCE;  AND  DR.  DAVID  A.  KINDIG,  PRO- 
FESSOR OF  PREVENTIVE  MEDICINE  AND  DIRECTOR,  WIS- 
CONSIN NETWORK  FOR  HEALTH  POLICY  RESEARCH,  UNI- 
VERSITY OF  WISCONSIN-MADISON  MEDICAL  SCHOOL 

Dr.  Filerman.  Thank  you,  Senator  Kassebaum.  It  is  a  pleasure 
to  be  here  and  say  hello  to  the  members  of  the  committee. 

I  am  Gary  Filerman,  associate  director  of  the  Pew  Health  Profes- 
sions Commission,  which  is  an  entity  of  the  Pew  Charitable  Trusts, 
established  about  6  years  ago  to  move  through  the  private  sector 
to  accomplish  exactly  the  same  objectives  which  you  are  addressing 
in  the  reauthorization  discussions  this  morning. 

I  am  going  to  make  some  general  observations  in  the  interest  of 
time  and  then  some  specific  comments  about  just  a  couple  of  the 
health  professions  to  not  duplicate  the  areas  that  will  be  discussed 
by  Drs.  Kindig  and  Tuckson  and  then  would  appreciate  having  my 
testimony  and  supporting  documents  entered  in  the  record. 

The  Chairman.  Without  objection,  they  will  be  included. 

Dr.  Filerman.  I  would  like  to  begin  by  adding  to  the  dialogue  a 
few  minutes  ago  about  the  rationale  for  the  Federal  role  in  this 
arena,  because  this  is  a  time  when  it  needs  to  be  clarified,  restated 
and  reemphasized.  The  Pew  Commission,  which  is  very  much  a  pri- 
vate sector  enterprise,  is  very  much  convinced  that  there  is  a  very 
appropriate  and  unique  Federal  role  in  the  area  which  we  discuss 
today. 

The  Federal  Government  is  the  biggest  buyer  of  health  services 
in  the  United  States,  and  one  could  look  at  the  educational  estab- 
lishment, if  you  will,  as  the  biggest  vendor.  And  as  the  biggest 
buyer,  the  Federal  Government  has  a  prudent  buyer  interest  in  as- 
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suring  for,  if  no  other  reason  than  effective  cost  containment,  that 
the  right  competencies  are  in  the  right  place  at  the  right  time. 
There  is  no  way  that  cost  containment  strategies  are  going  to  be 
achieved  unless  that  work  force  is  in  place. 

The  second  reason — again,  as  has  been  alluded  to  somewhat  ear- 
lier— is  that  the  shape  of  the  current  educational  enterprise  is  in 
no  small  part  the  result  of  the  Federal  programs  of  the  past  and 
those  which  we  are  examining  today;  and  most  particularly,  of 
course,  the  Medicaid  program,  which  recognizes  very  directly  the 
interdependence  of  the  work  force  and  the  Government's  need  to  be 
a  buyer  and  supporter  of  the  work  force  development  needed  to 
pro\'ide  the  ser\ices. 

Now,  as  to  the  clustering  strateg>',  again,  that  is  an  area  with 
which  I  think  we  can  identify  strongly.  We  think  it  is  going  to 
make  a  major  contribution  to  the  cost-effectiveness  of  the  Federal 
programs.  Indeed,  I  think  it  could  be  stated  that  there  is  a  point 
in  the  development  of  the  small  categorical  programs  where  they 
in  fact  impose  rigidities  that  are  not  cost-effective. 

On  the  other  hand,  small  is  not  necessarily  bad,  and  some  of  the 
small  programs  have  been  very  effective,  well-leveraged,  and  cre- 
atively managed. 

I  would  like  to  make  six  sort  of  generic  suggestions  relative  to 
the  overall  strategies  that  are  common  to  the  two  bills.  First,  we 
think  that  the  bills  should  recognize  more  explicitly  the  responsibil- 
ity of  the  Secretary  to  pro\nde  leadership  in  guiding  health  profes- 
sions education  toward  rapid  and  flexible  response  to  the  health 
ser\dce  market.  The  leadership  role  I  think  is  often  underesti- 
mated; it  is  not  very  expensive,  but  it  is  an  important  charge.  The 
role  now  is  too  diffuse  and  underpowered.  I  think  the  potential  has 
been  ver>^  well-demonstrated  by  the  Nursing  Council,  by  COGME, 
and  some  other  initiatives,  but  they  are  not  well-funded,  they  are 
not  well-staffed,  and  I  think  there  is  a  better  way  to  do  it. 

Second,  we  believe  that  all  of  the  authorizations  should  be  used 
to  enhance  essential  competencies  for  a  population-based  and  pre- 
vention-centered system.  There  are  many  health  professionals  com- 
ing out  today  who  do  not  have  the  competencies  which  are  going 
to  make  it  possible  for  them  to  contribute  to  and  function  effec- 
tively in  the  new  health  care  system,  and  that  has  to  be  corrected, 
and  those  can  be  identified.  Essentially,  in  a  nutshell,  it  is  the  shift 
from  a  sickness  system  to  a  health  system. 

Third  is  that  we  think  that  all  of  the  authority  should  be  used 
to  encourage  a  much  more  effective  partnership  between  the  prac- 
tice community  or  the  marketplace  and  education.  Schools  have  to 
change  the  way  they  work  with  the  organizations  in  which  most 
people  are  going  to  practice  and  make  them  much  more  comprehen- 
sive. 

Fourth,  we  think  that  that  partnership  between  all  of  the  sectors 
involved  should  be  extended  to  the  Federal  level  through  the  estab- 
lishment of  a  national  health  professions  development  board,  which 
should  be  charged  with  monitoring  the  need,  evaluating  programs, 
and  advising  the  broad  community,  including  this  committee,  on 
the  progress  of  the  effort  to  reengineer  the  work  force.  In  other 
words,  we  need  a  national  focal  point  for  these  discussions  on  a 
continuing  basis. 
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We  have  already  heard  this  morning  a  number  of  comments 
about  evaluation,  but  where  does  that  evaluation  go,  and  who  gives 
advice  in  response  to  it? 

Fifth,  expand  the  bill's  emphasis  on  evaluation  to  support  re- 
search into  outcomes  or  the  value  added  of  occupations  and  task 
groupings  and  specialties.  It  is  time  to  advance  outcome  science 
into  work  force  evaluation.  It  is  a  large  gap. 

And  sixth,  improve  the  quality  of  work  force  information,  which 
is  the  only  way  you  are  going  to  empower  the  marketplace.  The 
weakness  of  the  current  data  contributes  to  poor  career  choices, 
poor  educational  planning  by  the  State  schools  and  programs. 
Much  more  can  be  done  with  it. 

Let  me  just  comment  briefly  on  a  couple  of  the  specific  profes- 
sions, starting  with  a  comment  about  nursing.  We  strongly  agree 
with  the  emphasis  on  advanced  practice  nursing,  but  we  believe  it 
is  time  to  address  the  need  to  shift  a  lot  of  the  support  to  the  bac- 
calaureate level,  because  the  modern  science  and  modem  practice 
requires  a  higher  educational  level  for  the  nurses  that  are  going  to 
go  out  into  the  communities  and  play  key  roles. 

In  the  public  health  section,  the  issue  there  is  the  shortage  of 
people,  and  I  would  suggest  that  that  numbers  gap  is  only  going 
to  be  addressed  by  a  dramatic  expansion  of  the  size  of  the  public 
health  education  component,  but  at  the  baccalaureate  level.  Let  the 
graduate  schools  do  what  they  do  best — the  research,  training  of 
the  teachers,  and  so  on — but  let  us  develop  a  set  of  programs  that 
are  going  to  meet  the  need  for  massive  numbers  of  health  workers 
to  work  in  the  counties,  in  the  cities  and  the  States  across  this 
country — a  need  which  we  currently  have  absolutely  no  strategy  to 
deal  with,  including  those  in  the  bills. 

Finally,  Senator,  it  strikes  me  that  the  way  the  clusters  are  ap- 
proached, focusing  primary  care  on  the  physician,  basically,  and 
putting  nursing  in  another  section  really  does  not  deal  effectively 
with  the  integral  relationship  of  the  professions  in  meeting  the  pri- 
mary care  need.  The  primary  care  need  is  the  primary  care  need, 
and  I  think  those  clusters  ought  to  bring  together  advanced  prac- 
tice nursing  for  primary  care,  the  physician's  role  in  primary  care, 
and  perhaps,  as  has  been  suggested  earlier,  the  dental  role. 

Thank  you. 

The  Chairman.  Thank  you  very  much.  Dr.  Filerman. 
[The  prepared  statement  of  Mr.  Filerman  follows:] 

Prepared  Statement  of  Gary  L.  Filerman,  Ph.D. 

Senator  Kassebaum  and  members  of  the  committee,  I  am  Gary  L.  Filerman, 
Ph.D.,  Associate  Director  of  the  Pew  Health  Professions  Commission.  The  Commis- 
sion is  an  independent  body  established  in  1989  by  The  Pew  Charitable  Trusts  with 
the  objective  of  helping  to  bring  the  education  and  training  of  health  professionals 
into  sync  with  the  health  needs  of  the  American  people  through  the  emerging  health 
care  system.  It  is  an  enormous  task  involving  many  stakeholders  and  it  is  easy  to 
say  that  the  challenge  is  too  big,  and  too  complicated,  and  so  weighted  with  tradi- 
tion and  negative  incentives  to  be  virtually  impervious  to  stimulus  for  change  by 
anything  but  market  forces,  even  if  that  does  take  30  years. 

There  are,  however,  many  reasons  to  be  optimistic  that  the  educational  system 
can  reengineer  itself,  and  indeed  evidence  of  progress.  The  federal  government  is  a 
factor  both  in  the  progress  and  in  the  resistance  to  change.  But  the  programs  which 
you  are  addressing  today  have  been  positive  forces  for  change,  I  think  well  beyond 
the  credit  they  usually  receive.  In  my  opinion  the  federal  role  can,  and  should  be 
redesigned  to  more  directly  support  our  market-driven  system,  building  upon  the 
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grevious  federal  investment,  a  team  in  the  U.S.  Department  of  Health  and  Human 
ervices  (HHS)  Bureau  of  Health  Professions  (BHP)  which  has  demonstrated  leader- 
ship competence,  and  the  foundation  of  the  extant  programs  in  Titles  HI,  VII,  and 
Vm.  In  other  words,  "don't  throw  out  the  baby  with  the  bath  water." 

The  recommendations  which  follow  are  my  own,  but  draw  extensively  upon  the 
findings,  experience  and  recommendations  of  the  Pew  Commission's  six  years  of 
work. 

The  most  essential  point  and  premise  is  that  there  is  an  essential  and  appropriate 
federal  role  in  facilitating  change  in  health  professions  education.  The  government 
as  purchaser  has  a  prudent  buyer  stake  in  tne  workforce.  Health  cost  containment 
depends  in  no  small  part  on  having  the  appropriate  workforce  in  the  right  place  at 
the  right  time.  Education  is  ultimately  the  largest  vendor  to  Medicare  and  Medic- 
aid— indeed  some  of  the  most  daunting  barriers  to  change  are  embodied  in  the  ways 
those  programs  recognize  that  interdependency.  And  health  professions  education 
has  a  long  shelf  life — we  are  investing  now  in  career  patterns,  specialties  and  com- 
petencies which  will  endure  for  40  years. 

That  is  the  second  argument  for  the  federal  role — the  federal  government  has  had 
a  profound  impact  on  the  current  situation — it  will  not  be  fixed  by  pulling  back,  but 
by  well-informed,  agile,  targeted  and  measurable  strategies  which  will  reduce  bar- 
riers and  facilitate  the  maturity  of  the  market.  I  would  add  careful  to  the  criteria 
because  the  strategies  must  be  designed  to  protect  the  qualities  of  the  educational 
enterprise  as  it  transitions  to  meet  the  nation's  needs.  I  think  that  there  is  a  way 
to  do  that. 

Current  programs  should  be  consolidated  into  six  strategic  directions  which  have 
clear  and  measurable  objectives  which  are  continuously  evaluated  from  the  perspec- 
tive of  their  contribution  to  strengthening  the  market.  Size  of  a  program  is  not  the 
issue — smallness  is  as  likely  to  be  a  strength  as  it  is  a  weakness. 

The  six  strategic  directions  are: 

(1)  To  provide  leadership  to  the  effort  to  assure  that  the  nation  has  an  appropriate 
health  workforce  as  soon  as  possible. 

(2)  To  stimulate  education  and  the  professions  to  provide  professionals  and  the 
primary  care  coinpetencies  which  are  the  key  to  the  emerging  '^health,"  not  medical 
care  system. 

(3)  To  expand  participation  in  the  health  workforce  by  all  of  our  communities,  not 
only  because  disadvantaged  minorities  are  underrepresented  but  because  the  health 
system  is  not  positioned  to  efTectively  serve  an  increasingly  culturally  diverse  nation 
such  as  ours. 

(4)  To  strengthen  the  nation's  capacity  to  protect  the  public  health  and  improve 
health  status  through  an  infusion  of  competencies  into  our  creaking  public  health 
infrastructure,  and  by  meeting  the  increasing  demand  of  the  market  for  wellness 
expertise. 

(5)  To  facilitate  market  force  changes  through  the  production  and  dissemination 
of  much  better  information  on  all  aspects  of  the  workforce  including  supply  and  de- 
mand and  solid  assessment  of  the  value-added  of  various  kinds  of  health  workers. 

(6)  Underpinning  all  of  the  above  by  a  system  of  workforce  development — student 
assistance  and  a  National  health  Service  Corps  which  is  directly  supportive  to  the 
strategic  directions  which  I  have  outlined. 

LEADERSHIP 

In  the  past  three  or  four  years,  HHS  has  demonstrated  the  ability  to  provide  na- 
tional leadership  that  informs  and  facilitates  workforce  change  without  being  regu- 
latory or  heavy  handed.  The  result  is  that  useful  information  has  been  disseminated 
where  it  can  be  used  to  make  better  decisions,  exchanges  among  key  players  have 
been  facilitated  by  convening  them,  and  both  publicly  and  privately  supported  inno- 
vations have  been  disseminated  into  the  marxetplace  of  ideas.  This  role  is  clearly 
a  "best  buy"  for  the  government.  It  should  be  encouraged  and  enhanced,  particularly 
in  partnership  with  the  private  sector. 

I  recommend  the  establishment  of  a  health  workforce  advisory  board  charged  with 
advising  the  Congress,  the  President,  and  the  public  on  all  aspects  of  workforce  sta- 
tus and  development.  The  board  would  have  a  limited  life  of  six  years,  replace  the 
existing  medicine  and  nursing  councils,  have  a  majority  of  members  from  the  health 
services  industry,  the  public,  and  the  states,  and  be  staffed  by  the  BHP.  With  a 
broad  market  perspective,  the  board  would  set  goals  and  measure  the  progress  of 
both  public  and  private  efforts  to  reposition  the  workforce. 

In  particular,  the  board  should  seek  opportunities  for  collaboration  between  the 
federal  government,  state  governments,  and  the  private  sector.  A  focal  point  for  dia- 
logue between  supply  (education),  and  demand  (employers,  the  states,  and  the  fed- 
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eral  government)  would  expedite  responses  by  education.  The  Pew  Commission  and 
HHS  recently  partnered  in  facilitating  such  a  dialogue  on  allied  health  workforce 
development  which  demonstrated  a  successful  public/private  partnership  toward  a 
better  informed  workforce  market.  Its  success  was  due  as  much  to  leadership  as  to 
money.  Much  more  can  be  done  in  the  same  spirit. 

The  board  should  also  monitor  and  advise  tne  programs  which  I  hope  the  commit- 
tee will  authorize.  This  will  assure  the  Congress  that  the  federal  investment  has 
the  benefit  of  continual  well  informed  input  from  the  market. 

The  Council  on  Graduate  Medical  Education  (COGME)  and  the  National  Advisory 
Council  on  Nurse  Education  and  Practice  (NACNEP)  have  made  contributions  to  the 
leadership  role  of  HHS  which  far  outrun  the  resources  they  have  had  to  work  with. 
They  have  demonstrated  the  potential  which  I  would  argue  should  now  be  more 
fully  realized  in  the  interest  of  responding  to  a  market  driven  health  system. 

PRIMARY  CARE  WORKFORCE 

There  is  increasing  evidence  of  market  forces  deploying  more  primary  care  provid- 
ers, but  the  supply  of  these  providers  remains  a  barrier.  Titles  VII  and  VIII  pro- 
grams are  making  substantial  contributions  to  reducing  that  barrier,  but  can  do 
more.  In  particular,  my  suggestions  are  that: 

The  effort  to  expand  family  medicine  programs  and  residencies  be  given  priority. 

Nursing  education  resources  be  targeted  at  twin  objectives:  expanding  existing 
masters  degree  programs  for  advanced  practice  nurses  and  nurse  midwives,  and  en- 
couraging baccalaureate  nursing  education  to  focus  upon  home  health,  community 
based  care,  and  long  term  care.  The  graduate  medical  education  (GME)  funds  now 
going  to  hospital  schools  of  nursing  should  be  similarly  invested. 

There  is  an  urgent  need  for  the  federal  government  to  stimulate  accessible  re- 
training programs  for  both  physicians  and  nurses.  If  the  government  is  going  to  con- 
tinue to  support  the  training  of  specialist  physicians  and  hospital  nurses  now  in 
over  supply,  support  for  retraining  is  eminently  logical. 

The  most  overlooked  resource  for  facilitating  workforce  adaptation  to  the  emerg- 
ing market  is  the  continuing  medical  education  (CME)  system — the  one  way  to 
reach  most  practitioners.  I  would  work  with  university -based  CME  programs  to  cap- 
ture their  energy  and  talent  for  disseminating  the  essential  competencies  to  make 
the  new  system  work.  CME  needs  a  lot  of  improvement  to  maximize  its  efTectiveness 
but  there  is  no  alternative  for  impacting  upon  the  practitioner.  The  university  CME 
system,  which  should  serve  physicians,  physician  assistants  and  nurses,  is  distinct 
from  the  commercial  CME  system  which  is  unlikely  to  address  this  need. 

'^^^  PARTICIPATION  BY  ALL  AMERICANS 

Progress  has  been  too  slow  and  should  be  more  responsive  to  the  emerging  demo- 
graphic profile  of  America.  There  is  a  real  danger  of  cultural  and  ethnic  commu- 
nities disconnecting  from  the  health  system  if  providers  are  not  representative  of 
those  communities.  Current  programs  and  priorities  should  be  closely  scrutinized  by 
the  Health  Professions  Development  Board  to  assess  their  efiectiveness  from  the 
market  perspective,  and  if  appropriate,  to  encourage  more  public/private  collabora- 
tion in  attracting  a  broader  spectrum  of  ethnic  backgrounds  to  health  careers. 

THE  PUBLIC  HEALTH 

As  we  move  further  into  a  managed  care  system  with  incentives  for  improving  the 
health  of  defined  populations,  a  long  cherished  dream  becomes  achievable — a  system 
which  actually  invests  in  health  as  vigorously  as  it  invests  in  medical  care.  The 
catch  is  that  we  don't  have  the  people  with  the  competencies  to  fulfill  the  dream. 
In  fact  a  perverse  process  is  at  work — managed  care  organizations  are  hiring  away 
scarce  public  health  professionals  from  health  departments  which  are  already  very 
thin  on  essential  skills. 

The  health  departments  of  states,  counties,  and  cities  will  undergo  change  along 
with  the  system,  giving  up  many  of  the  public  hospital  and  clinic  functions  they  ac- 
quired as  a  safety  net.  But  the  core  functions  will  remain  and  grow  with  the  popu- 
lation and,  in  fact,  may  assume  a  greater  burden  in  an  era  of  deregulation. 

There  has  always  been  a  shortage  of  public  health  professionals.  The  educational 
system  must  be  expanded,  but  not  only  by  more  of  the  same.  The  needs  of  govern- 
ment agencies  and  the  managed  care  market  can  be  met  through  the  development 
of  an  undergraduate  level  program  which  will  cost  efiectively  prepare  thousands  of 
competent  professionals.  The  graduate  schools  of  public  health  can  then  concentrate 
on  what  they  do  best — preparing  teachers,  managers,  and  researchers.  In  my  judg- 
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ment,  this  is  a  long-overdue  direction  which  should  be  established  by  federal  initia- 
tives. 

Secondly,  public  health  practice  is  a  logical  career  direction  for  the  thousands  of 
physicians  and  nurses  who  are  being  displaced  by  the  growth  of  the  managed  care 
system.  Along  with  primary  care,  public  health  is  the  logical  and  timely  focus  of  re- 
training, which  can  be  undertsiken  by  the  graduate  schools.  It  will  take  a  federal 
investment  to  establish  the  capacity  and  the  support  to  do  it,  a  very  appropriate  fed- 
eral role. 

THE  ROLE  OF  INFX)RMATION 

As  in  any  market,  information  drives  decisions  by  students,  schools,  employers, 
professional  bodies,  states  and  the  federal  government.  The  events  of  the  past  year 
illustrated  how  weak  our  health  workforce  information  base  is.  It  is  really  quite  re- 
markable how  much  we  do  not  know.  The  inadequacy  of  information  is  an  impedi- 
ment to  market  forces.  Certainly  students  would  make  better  decisions  about  their 
careers,  and  demand  more  responsive  schools  if  they  had  access  to  solid  supply  and 
demand  information.  Schools  would  make  better  decisions  as  would  trustees  of  uni- 
versities and  legislatures. 

There  is  both  a  direct  and  an  indirect  federal  role  in  the  production  and  dissemi- 
nation of  workforce  information.  The  former  includes  much  of  the  work  pioneered 
by  HHS,  but  which  has  been  starved  for  resources  in  recent  years.  No  other  agency 
or  entity  can  provide  the  framework  and  standardization  which  is  essential  to  a 
credible  workforce  data  base.  The  indirect  role  is  again  in  the  realm  of  leadership — 
working  with  the  states  and  the  professions  to  encourage  technical  collaboration  and 
to  assure  access  to  this  vital  information.  The  BHP  has  done  excellent  work  of  both 
kinds  and  should  be  encouraged  to  expand  these  efforts,  with  more  emphasis  upon 
dissemination. 

There  is  a  critical  void  in  all  of  these  efTorts  which  must  be  addressed  with  alac- 
rity. The  proliferation  of  health  professions  at  all  levels  with  all  of  the  rigidity  that 
go  with  it  has  created  a  series  of  intertwined  barriers  to  cost  effective  task  allocation 
in  the  marketplace.  We  simply  do  not  know  what  the  value  added  is  of  many  occu- 
pations, specialties  and  subspecialties  which  were  born  in  the  era  of  unlimited  cost 
reimbursement.  This  is  a  priority  target  for  outcomes  studies  which  could  be  sup- 
ported through  Titles  VII  and  VIII  and/or  in  the  Agency  for  Health  Care  Policy  and 
Research. 

WORKFORCE  DEVELOPMENT 

I  would  emphasize  the  important  role  of  the  National  Health  Service  Corps,  a 
very  successful  program.  It  has  been  criticized  for  not  doing  what  it  was  not  in- 
tended to  do,  namely,  permanently  placing  professionals  in  shortage  areas.  The  ex- 
tent to  which  Corps  graduates  remain  in  their  communities  is  a  bonus.  The  point 
is  that  the  Corps  works — but  the  other  fact  is  that  it  has  not  received  the  commit- 
ment which  it  deserves. 

This  program  should  be  continued  and  provided  greater  incentives  for  students  to 
choose  primary  care  and  public  health  roles.  The  Corps  scholarships,  loan  repay- 
ment and  community  scholarship. program  should  be  funded  to  expand  the  program 
to  serve  all  designated  shortage  areas  by  the  year  2010.  The  Corps  would  be  made 
more  attractive  by  excluding  loan  repayment  awards  from  gross  income  for  tax  pur- 
poses, and  by  encouraging  the  states  to  do  the  same. 

The  Pew  Health  Professions  Commission  and  the  Bureau  of  Health  Professions 
have  established  an  excellent  working  relationship  which  has  leveraged  both  of  our 
resources.  We  have  had  the  opportunity  to  examine  Titles  III,  VII,  and  VTII  clearly 
from  the  perspective  of  the  public  interest  and  believe  that  they  have  made  impor- 
tant contributions  and  that,  with  appropriate  redesign  and  evaluation,  will  continue 
to  do  so. 

The  Pew  Commission  is  prepared  to  offer  more  com.prehensive  and  detailed  rec- 
ommendations for  the  committee's  consideration  at  any  time.  I  cannot  emphasize 
enough  that  with  fundamental  education  and  workforce  reform,  the  health 
workforce  will  become  the  foundation  for  an  efiicient,  high  quality  and  equitable 
new  system. 

The  Chairman.  Dr.  Tuckson. 

Dr.  Tuckson.  Thank  you  very  much,  Madam  Chair  and  members 
of  the  committee.  It  is  a  privilege  to  be  able  to  discuss  some  of 
these  issues  with  you. 
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My  name  is  Dr.  Reed  Tuckson,  and  I  am  president  of  the  Charles 
R.  Drew  University  of  Medicine  and  Science.  Today  I  also  come  be- 
fore you  in  my  capacity  as  president  of  the  Association  of  Minority 
Health  Professions  Schools,  the  association  representing  the  11  his- 
torically black  medical  health  professions  schools  in  our  country. 

I  have  had  the  privilege  of  spending  my  career  struggling  with 
the  provision  of  health  care  to  poor  and  underserved  communities 
throughout  this  Nation.  My  experience  makes  me  painfully  aware 
of  the  extraordinarily  painful  and  inappropriate,  disproportionately 
poor  quality  of  health  for  so  many  of  our  minority  communities  and 
poor  communities  in  this  country. 

I  am  here  this  morning  with  the  full  knowledge  that  today,  peo- 
ple are  dying  who  should  not  die.  In  fact,  70,000  African  Americans 
alone  will  die  prematurely  this  year  in  excess  of  how  many  would 
have  died  if  the  health  of  black  Americans  were  the  same  as  for 
white  Americans — 70,000  people  will  not  be  on  the  planet  this  time 
next  year  who  would  be,  should  be,  could  be,  if  their  health  were 
the  same  as  for  white  Americans.  And  that  does  not  even  begin  to 
speak  of  our  Latino  brothers  and  sisters.  Native  Americans,  poor 
rural  white  Americans.  This  is  an  extraordinarily  important  issue, 
and  the  diseases  that  account  for  it — heart  disease,  cancer,  diseases 
of  chemical  dependency,  infant  mortality,  diabetes,  HIV  disease — 
these  are  diseases  that  we  can  do  something  about  if  we  had  the 
appropriate  practitioners  working  in  our  communities  with  the  ap- 
propriate support. 

I  will  say  to  you  that  it  is  an  extraordinarily  important  issue  that 
we  must  address.  The  poor  health  status  of  minorities  and  their 
residence  in  poor  communities  is  mirrored  by  a  simultaneous  short- 
age of  health  professionals  who  are  willing  and  competent  and  who 
are  prepared  to  serve  in  underserved  communities. 

Similarly,  while  black  Americans,  for  example,  are  12  percent  of 
our  population,  only  2  to  3  percent  of  the  components  of  our  health 
professions  are  African  Americans — only  2  to  3  percent  of  the  doc- 
tors, the  nurses,  the  physicians,  the  allied  health  professionals,  the 
veterinarians  and  the  pharmacists  are  African  Americans —  people 
who  really  should  be  there  to  go  back  to  their  communities  and  be 
able  to  address  these  horrible  tragedies. 

The  national  priority  that  exists  to  improve  the  health  status  of 
minorities  rests  in  large  part  on  our  ability  to  train  competent  and 
dedicated  individuals  to  serve  our  Nation's  underserved  commu- 
nities. 

Our  experiences,  members  of  the  committee,  and  our  outcomes 
analysis  tell  us  that  individuals  who  come  from  disadvantaged 
backgrounds  or  underserved  areas  are  much  more  likely  to  serve 
in  an  underserved  area  as  health  professionals.  Increasing  the 
number  of  well-trained  health  professionals  to  serve  in  underserved 
areas  can  and  does  improve  health  status. 

That  is  why  the  role  of  historically  minority  health  professional 
schools  is  so  critical.  We  have  a  collective  mission  to  train  minori- 
ties to  serve  in  underserved  areas.  That  is  what  we  exist  to  do.  We 
also  have  the  track  record  and  the  statistics  to  demonstrate  that 
our  programs  are  working. 

For  example,  our  11  schools  to  date  have  trained  50  percent  of 
all  the  physicians,  50  percent  of  all  the  dentists,  50  percent  of  all 
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the  pharmacists,  and  75  percent  of  all  the  veterinarians  who  are 
black  in  America.  Our  11  schools  have  done  that  to  this  point  in 
time. 

Many  of  the  health  professions  training  and  institutional  support 
programs  being  re\4ewed  today  have  had  and  continue  to  have  a 
dramatically  positive  impact  on  the  ability  of  our  schools  to  train 
the  health  professions  work  force  that  is  needed  to  solve  our  prob- 
lems. So  it  is  extremely  important,  then,  that  I  bring  to  your  atten- 
tion two  issues  of  particular  importance  that  are  under  discussion 
in  this  very  important  bill  that  you  are  bringing  before  us  today. 

First,  student  financial  assistance.  We  support  the  idea  of  some 
streamlining  of  student  aid  programs,  but  we  would  strongly  urge 
you  to  continue  the  scholarships  for  disadvantaged  students  pro- 
gram to  allow  for  modest,  school-based  programs  to  ensure  that  the 
poorest  of  our  students  can  become  physicians,  dentists,  phar- 
macists, veterinarians  and  allied  health  professionals.  There  is  a 
desperate  need  for  this  committee  to  understand  that  scholarship 
support  is  the  only  way  to  a  health  professions  education  for  se- 
verely disadvantaged  students. 

Student  aid  officers  tell  us  time  and  time  again  that  poor  stu- 
dents will  not  agree  to  incur  debt  for  tuition  cost  that  is  about 
twice  the  level  of  their  family's  annual  household  income.  So  the 
effect  of  wiping  out  all  scholarship  support  is  to  ensure  that  poor 
people  do  not  become  health  professionals. 

While  we  support  and  celebrate,  and  have  been  here  before  to 
celebrate,  the  role  of  the  National  Health  Services  Corps,  our  expe- 
rience suggests  that  it  is  counterproductive  to  force  all  poor  stu- 
dents to  serve  in  the  National  Health  Service  Corps  as  the  only 
way  of  receiving  Federal  financial  assistance. 

Let  us  consider  things  like  serving  on  the  faculties  of  schools  hke 
ours;  let  us  talk  about  being  involved  in  research  to  solve  the  press- 
ing health  problems  of  underserved  communities  as  ways  also  of 
justifying  financial  support. 

Second  and  fmally,  in  regard  to  the  Minority  Centers  of  Excel- 
lence, the  four  specific  institutions  that  are  currently  designated  as 
Centers  of  Excellence  in  the  legislation — Meharry  Medical  and 
Dental  Colleges,  Xavier  Pharmacy  School,  and  Tuskegee  University 
School  of  Veterinary  Medicine — each  are  private  institutions  that 
receive  little  State  funding,  and  because  their  mission  is  to  train 
disadvantaged  minority  students  for  service  in  underserved  areas, 
they  have  struggled  desperately  to  survive  financially.  They  do  not 
benefit  from  a  wealthy  financial  or  donor  base.  Located  in  poor 
communities,  the  people  who  participate  in  their  clinical  practice 
programs  are  also  poor  and  without  insurance.  So  that  while  most 
medical  schools  get  40  percent  of  their  budget  through  the  clinical 
practice  of  medicine,  they  get  2  percent  to  3  percent  of  their  budg- 
ets. They  are  struggling  desperately  to  survive,  and  despite  that, 
they  are  doing  well;  they  are  able  to  recruit  new  students  to  come 
to  them.  They  are  able  to  educate  those  students,  and  they  are  able 
to  retain  those  students.  In  large  measure  because  in  the  wisdom 
of  this  committee,  what  it  has  done  historically  is  to  allow  them  the 
chance  to  participate  in  the  Centers  of  Excellence  program.  So  they 
have  delivered  the  outcomes  that  are  so  important  to  you. 
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I  will  submit  for  you  mv  written  comments  in  the  record,  as  well 
as  an  analysis  of  some  or  the  specific  outcome  measures  such  that 
you  might  have  more  confidence  and  be  able  to  celebrate  the  beau- 
tiful benefits  that  this  committee  in  fact  has  already  brought  to 
this  country. 

I  thank  you  for  this  chance. 

The  Chairman.  Thank  you  very  much,  Dr.  Tuckson. 
[The  prepared  statement  of  Dr.  Tuckson  follows:] 

Prepared  Statement  of  Dr.  Reed  Tuckson 

Madam  Chair  and  members  of  the  committee,  thank  you  for  the  opportunity  to 
discuss  minority  and  disadvantaged  health  professions  training  and  the  health  pro- 
fessions reauthorization. 

I  am  Dr.  Reed  Tuckson,  President  of  Charles  R.  Drew  University  of  Medicine  and 
Science  located  in  South  Central  Los  Angeles. 

Today,  I  speak  with  you  as  an  individual  who  has  focused  my  career  and  experi- 
ences as  a  physician,  academician,  and  public  health  ofiicial  on  serving  the  dis- 
advantaged in  underserved  locations,  and  as  the  President  of  an  institution  that  has 
a  mission  to  train  health  professionals  who  are  dedicated  and  competent  to  serve 
the  health  needs  of  underserved  communities.  Drew  University  is  one  of  11  histori- 
cally Black  health  professions  schools  that  comprise  the  Association  of  Minority 
Health  Professions  Schools. 

I  am  a  graduate  of  Howard  University  and  received  my  medical  degree  from 
Georgetown  University.  I  have  served  as  Commissioner  of  Public  Health  in  the  Dis- 
trict of  Columbia,  on  the  board  of  the  American  Public  Health  Association,  and  have 
been  very  active  in  health  policy  issues  related  to  underserved  communities. 

THE  HEALTH  STATUS  OF  MINORITIES 

Madam  Chair,  African  Americans  and  other  minorities  sufier  a  disproportionately 
lower  health  status  when  compared  to  their  non-minority  U.S.  citizen  counterparts. 
Instead  of  improving,  like  that  of  non-minorities,  African  American's  and  other  mi- 
norities' health  status  is  deteriorating. 

Here  are  some  current  indicators  of  minority  health  status  derived  from  the  1993 
update  of  the  1985  Health  and  Human  Services  Secretary's  Task  Force  Report  on 
Black  and  Minority  Health. 

— African  Americans  suHer  almost  double  the  rate  of  infant  mortality  of  whites. 

— African  Americans  and  Native  Americans  incur  a  disproportionately  high  rate 
of  some  cancer,  diabetes,  hypertension,  and  stroke  compared  to  nonwhites.  His- 

f)anics  are  twice  as  likely  to  suffer  from  diabetes  compared  to  the  general  popu- 
ation. 

— Annually  in  the  United  States,  approximately  70,000  excess  deaths  occur  among 
African  Americans — that  is  70,000  African  Americans  who  would  not  die  each  year 
if  their  life  expectancy  and  death  rates  were  the  same  as  whites. 

— The  injury  death  rate  for  African  American  children  ages  1-14  is  55  percent 
higher  than  for  white  children.  The  injury  death  rate  for  Native  Americans  is  also 
very  high. 

— Twenty-nine  percent  of  all  U.S.  AIDS  cases  are  among  African  Americans,  who 
represent  only  12  percent  of  the  American  population.  While  Hispanics  represent  9 
percent  of  the  U.S.  population,  16  percent  of  AIDS  cases  occur  among  Hispanics. 

— 33  percent  of  Hispanics  and  22  percent  of  African  Americans  do  not  have  health 
insurance  coverage,  compared  to  14.5  percent  of  whites. 

— 46.6  percent  of  U.S.  African  American  children,  and  33.1  percent  of  all  U.S.  Af- 
rican Americans  live  below  the  poverty  level. 

The  poor  health  status  of  minorities  is  mirrored  by  a  simultaneous  shortage  of  mi- 
norities in  the  health  professions.  While  Blacks  represent  12  percent  of  the  U.S. 
population,  only  2-3  percent  are  health  professionals. 

Madam  Chair,  and  members  of  the  committee,  it  is  my  hope  that  these  statistics 
convince  you  that  the  playing  field  is  not  level,  and  that  there  is  a  need  for  targeted 
federal  support  to  eliminate  some  of  these  disparities. 

THE  ROLE  OF  HISTORICALLY  MINORITY  SCHOOLS 

The  national  priority  that  exists  to  improve  the  health  status  of  minorities  rests 
in  large  part  on  our  ability  to  train  competent  and  dedicated  individuals  to  serve 
our  nation's  underserved  and  disadvantaged  areas. 


37 


Every  credible  study  ever  conducted  demonstrates  that  an  individual  who  comes 
from  a  disadvantaged  background  or  underserved  area  is  much  more  likely  to  serve 
in  an  underserved  area  as  a  health  professional.  Increasing  health  professionals  to 
serve  in  underserved  areas  can  and  does  improve  health  status.  That  is  why  the 
role  of  historically  minority  health  professions  schools  is  so  critical.  We  have  a  col- 
lective mission  to  train  minorities  to  serve  in  underserved  areas.  We  also  have  the 
track  record  and  statistics  to  demonstrate  our  programs  are  working. 

The  Charles  R.  Drew  University  of  Medicine  and  Science  is  one  of  four  historically 
Black  medical  schools  in  the  United  States.  Along  with  Meharry  Medical  College, 
Morehouse  School  of  Medicine,  and  Howard  University  School  of  Medicine,  our  four 
schools  train  virtually  half  of  the  Black  physicians  in  the  country.  The  schools  of 
dentistry  at  Meharry  and  Howard  train  half  of  the  African  American  dentists  in  the 
United  States.  Four  colleges  of  pharmacy,  Xavier  of  Louisiana,  Florida  A&M,  Texas 
Southern  and  Howard  train  practically  50  percent  of  the  African  American  phar- 
macists in  this  country.  The  one  African  American  college  of  veterinary  medicine, 
Tuskegee  in  Alabama,  historically  has  trained  approximately  75  percent  of  the  na- 
tion's African  American  veterinarians.  Many  have  called  the  11  scnools  of  our  Asso- 
ciation a  national  resource. 

TARGETED  SUPPORT  FOR  IMPROVING  MINORITY/DISADVANTAGED  HEALTH 

Members  of  the  committee,  it  is  our  hope  that  Congress  will  continue  to  recognize 
the  importance  and  significance  of  targeted  support  to  institutions  that  can  dem- 
onstrate historic  and  program  activity  that  helps  to  solve  the  problem  of  poor  health 
status  among  disadvantaged  and  minority  populations. 

Many  of  the  health  professions  training  and  institutional  support  programs  being 
reviewed  today  have,  and  continue  to  have  a  dramatically  positive  impact  on  the 
ability  of  our  schools  to  train  the  health  professions  workforce  that  will  serve  in  un- 
derserved areas  and  improve  the  health  status  of  disadvantaged  and  minority  popu- 
lations. We  support  the  continuation  of  this  targeted  support,  so  we  can  continue 
to  contribute  to  improving  health  status. 

TWO  PROGRAMS  OF  CRITICAL  IMPORTANCE 

Madam  Chair  and  members  of  the  committee,  there  are  two  programs  of  critical 
importance  that  I  must  bring  to  your  attention  that  must  be  continued  to  make 
progress  in  our  goal  to  improve  the  health  status  of  disadvantaged  populations. 

1)  Student    Financial  Assistance 

We  support  some  streamlining  of  student  aid  programs  but  strongly  urge  continu- 
ation of  the  Scholarships  for  Disadvantaged  Students  program  to  allow  for  a  modest 
"school  based"  program  to  insure  that  the  poorest  of  students  can  be  ph3'^sicians, 
dentists,  pharmacists,  veterinarians,  and  allied  health  professionals. 

There  is  a  desperate  need  for  this  committee  to  understand  that  scholarship  sup- 
port is  the  only  way  to  a  health  professions  education  for  severely  disadvantaged 
students.  Student  aid  officers  tell  us  time  and  time  again  that  poor  students  will 
not  agree  to  incur  debt  for  tuition  costs  that  is  about  twice  the  level  of  their  family's 
annual  household  income.  So  the  effect  of  wiping  out  all  scholarship  support  is  to 
ensure  that  poor  people  do  not  become  health  professionals. 

While  we  support  and  celebrate  the  continued  enhancement  of  the  National 
Health  Service  Corps  (NHSC),  our  experience  suggests  that  it  is  counter  productive 
to  force  all  p<)or  students  to  serve  in  the  NHSC  as  the  only  way  of  receiving  federal 
financial  assistance. 

2)  Minority    Centers    of  Excellence 

To  a  great  degree,  the  targeted  federal  support  to  which  I  refer  is  embodied  in 
the  Minority  Centers  of  Excellence  program  authorized  in  the  Health  Professions 
Disadvantaged  Minority  Health  Improvement  Act,  the  legislation  that  is  the  subject 
of  today's  hearing. 

The  four  specific  institutions  that  are  designated  as  Centers  of  Excellence  in  the 
legislation,  Meharry  Medical  and  Dental  Colleges,  Xavier  Pharmacy  School,  and 
Tuskegee  University  School  of  Veterinary  Medicine  each  are  private  institutions 
that  receive  little  state  funding,  and  because  their  mission  is  to  train  disadvantaged 
minority  students  for  service  in  underserved  areas,  each  have  struggled  to  survive 
financially. 

They  do  not  benefit  from  a  wealthy  donor  or  financial  base.  Located  in  poor  com- 
munities, they  serve  the  health  care  needs  of  their  patients  often  without  remunera- 
tion and  certainly  cannot  compete  with  other  institution's  clinical  revenue  base. 
Nothing  in  either  their  history  or  contemporary  experience  suggests  any  resem- 
blance of  a  level  playing  field  in  relationship  to  other  universities  with  which  they 
would  be  forced  to  compete  if  the  committee's  proposal  were  enacted. 
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Despite  these  challenges,  the  four  original  Centers  of  Excellence  have  dem- 
onstrated a  historic  expertise  in  training  minorities  to  serve  in  underserved  areas. 
Without  these  four  schools  the  health  status  of  minorities  in  the  U.S.  would  be  even 
more  abysmal.  Without  the  Centers  of  Excellence  support,  the  very  existence  of 
these  schools  is  in  jeopardy. 

The  Centers  of  Excellence  program  works — and  the  reason  it  works  is  that  policy 
makers,  including  yourself,  have  been  bold  enough  to  say  these  schools  are  unicme, 
and  are  meeting  a  national  need,  therefore  we  should  target  support  to  them.  We 
urge  the  committee  to  continue  the  special  designation  and  funding  for  the  original 
four  Centers  of  Excellence. 

I  would  like  to  submit  for  the  record  a  comprehensive  report  from  the  historically 
Black  health  professions  schools  that  details  the  outcomes  and  results  from  the  Mi- 
nority Centers  of  Excellence  program,  and  Student  Financial  Assistance  programs 
contained  in  the  legislation. 

Thank  you  for  the  opportunity  to  present  our  views,  and  I  would  be  very  pleased 
respond  to  your  questions. 

The  Chairman.  Dr.  Kin  dig. 

Dr.  KiNDiG.  Thank  you,  Madam  Chairman. 

In  addition  to  my  current  affiliations  that  you  mentioned,  I  also 
chair  the  National  Council  on  Graduate  Medical  Education,  which 
advises  the  Congress  and  the  Secretary  on  physician  work  force  is- 
sues. In  addition,  I  did  my  pediatric  residency  in  a  neighborhood 
health  center  in  the  South  Bronx,  and  was  the  first  medical  direc- 
tor of  the  National  Service  Corps.  I  have  cared  about  these  issues 
deeply  for  my  whole  career,  and  I  am  really  pleased  to  be  invited 
to  be  before  you  today. 

I  have  been  primarily  asked  to  address  the  generalist  physician 
component  of  this  proposal,  but  I  share  the  opinion  of  Dr.  Lee  and 
my  colleagues  at  this  table  on  the  importance  of  other  programs 
such  as  the  Area  Health  Education  Centers,  minority  disadvan- 
taged issues,  nursing,  and  public  health. 

A  person  can  only  make  a  few  points  in  5  minutes.  The  four  that 
I  would  like  to  emphasize  are  the  following.  First,  poor  physician 
specialty  and  geographic  distribution  and  minority  representation 
remains  a  significant  barrier  to  health  care  access  in  1995. 

Second,  in  the  past.  Federal  support  has  been  a  critical  strategic 
investment — decisions  made  here  in  this  committee — and  needs  to 
be  continued  to  correct  these  physician  work  force  deficiencies. 

Third,  in  a  time  of  scarce  resources,  consolidation  and  targeting 
of  Federal  efforts  to  achieve  these  outcomes  is  appropriate. 

And  fourth,  linkage  of  Title  VII  and  Title  VIII  health  professions 
programs  to  Federal  delivery  programs  in  Title  III  and  to  HCFA 
graduate  medical  education  support  and  other  programs  is  an  op- 
portunity for  additional  synergism,  and  I  will  comment  on  that  at 
the  end  of  my  testimony. 

I  have  a  few  charts  here  that  I  will  allude  to  briefly;  they  are 
also  in  my  written  testimony.  These  were  prepared  for  me  by 
COGME  staff. 

Figure  1  is  actually  the  graphic  representation  of  what  you  have 
heard  before,  that  we  did  have  major  efforts  underway  to  increase 
the  supply  of  physicians  in  the  United  States,  and  it  worked,  but 
primarily  resulted  in  a  growth,  almost  a  doubling  of  the  number  of 
specialists  and  moderate  efforts  to  increase  the  number  of  general- 
ists. 

I  think  that  much  of  the  generalist  growth  that  you  see  on  this 
chart  is  responsible  to  programs  under  this  legislation,  particularly 
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the  support  of  the  development  of  family  medicine,  as  well  as  in 
general  medicine  and  general  pediatrics  over  this  time. 

Recent  data — and  actually,  I  did  this  last  week — we  have  known 
in  the  past  that  whereas  generalists  have  increased  more  slowly, 
that  they  have  increased  in  all  areas  of  the  country.  But  this  chart 
shows  that  in  1993,  some  of  our  smaller  communities — in  fact, 
there  has  been  an  absolute  decline  as  opposed  to  a  slower  rate  of 
growth.  I  think  that  that  underscores  the  fact  that  our  job  is  not 
even  done,  and  may  be  even  giving  us  greater  challenges. 

I  suspect  this  would  also  be  true  for  inner  city  neighborhoods, 
but  it  is  much  more  difficult  to  get  national  data  at  that  level. 

And  then,  finally,  with  regard  to  geographic  distribution,  the 
number  of  generalists  positions  required  to  eliminate  Federal 
shortage  areas  remains  approximately  the  same  as  it  has  been  over 
time.  The  lower  line  shows  the  level  needed  to  remove  all  primary 
care  shortage  areas  from  the  designation  list.  This  is  what  we 
tracked.  I  should  point  out  to  you  that  this  is  a  minimal  supply. 
When  we  did  this  back  in  the  early  seventies,  it  was  about  the  bot- 
tom quartile  of  generalist  to  physician  population  ratios.  That  is 
what  we  track,  and  it  remains  about  the  same. 

More  recently,  the  Federal  Government  has  been  keeping  statis- 
tics at  a  more  adequate  level,  the  top  line,  which  is  about  50  gener- 
alists per  100,000.  Keep  in  mind  that  most  HMOs  have  from  60  to 
80  generahsts  per  100,000. 

Lowering  these  numbers  requires  support  such  as  in  this  legisla- 
tion for  targeted  generalist  physician  education  programs,  as  well 
as  improving  the  infrastructure  through  community  migrant  health 
centers.  National  Service  Corps,  Medicare  and  Medicaid. 

I  do  not  believe  it  is  possible  to  precisely  separate  the  influence 
of  each  of  these  components,  but  I  am  quite  certain  they  act  in  con- 
cert to  keep  the  number  of  shortage  areas  as  low  as  they  are. 

I  have  some  comments  here  about  the  clustering,  and  maybe  in 
the  interest  of  time,  I  will  not  go  into  those  in  detail.  I  support  the 
clustering  proposal  for  the  efficiencies  that  both  you  and  the  ad- 
ministration have  in  mind.  I  think  there  is  always  a  tension,  which 
I  know  you  have  struggled  with,  between  categorical  issues  and 
clumping. 

I  really  believe,  along  with  Gary  Filerman  and  others — and  in 
COGME  last  year  in  our  broader  efforts,  we  were  looking  with  your 
support  at  the  issue  of  consortia,  in  other  words,  getting  institu- 
tions pulling  together  as  opposed  to  being  totally  categorical.  So  I 
guess  I  would  say  without  a  specific  mechanism,  I  would  favor  in- 
stitutional applications  for  as  many  of  these  components  as  pos- 
sible. 

I  agree  with  Gary  that  we  should  not  stick  only  to  the  generalist 
physician  stuff,  but  include  nursing,  and  frankly,  actually,  reach 
into  Title  III  if  you  could.  But  I  would  underscore,  however,  that 
family  medicine  has  been  so  important  in  this  growth  that  we  have 
achieved  that  their  status,  unfortunately,  in  academic  centers  is 
not,  even  25  years  later,  fully  firm  and  that  most  of  their 
residencies  are  not  in  academic  centers,  so  they  probably  require 
some  special  identification  or  a  minimum  level  of  support.  I  had  a 
few  other  comments  on  that. 
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I  also  want  to  make  one  other  narrow  comment.  For  10  years, 
I  ran  a  graduate  program  in  health  administration.  I  do  not  believe 
that  there  is  a  role  for  general  Federal  support  in  that  area,  but 
I  do  believe  that  in  the  context  of  institutional  applications,  encour- 
aging institutions  to  reach  out  to  the  management  needs  in  rural 
clinics,  in  inner  city  clinics,  particularly  in  light  of  Medicaid  man- 
aged care  and  some  of  the  neighborhood  health  center  networks,  is 
critical,  mavbe  through  distance  education,  and  I  would  be  happy 
to  work  with  you  more  on  that. 

I  would  like  to  join  Gary  and  Phil  Lee  on  the  issue  of  data  devel- 
opment and  outcomes  research  in  this  field.  It  is  critical.  One  of  the 
criticisms  of  the  GAO  was  that  we  do  not  have  enough  outcomes 
evidence.  It  is  difficult  to  do,  but  we  also  have  not  supported  it.  It 
has  kind  of  fallen  through  the  cracks.  I  know  Dr.  Lee  is  working 
on  that.  But  I  think  there  should  be  targeted  support  for  data  de- 
velopment and  outcomes  data  in  this  field. 

I  would  like  to  conclude  with  a  few  comments  about  the  impor- 
tance of  linking  the  efforts  of  these  consolidated  outcomes-based 
authorities  with  other  Federal  programs  that  have  the  same  or  re- 
lated goals,  and  here  I  am  going  to  go  down  Senator  Kennedy's  line 
of  questioning  vis-a-vis  Medicare  and  some  other  programs. 

The  best  educational  efforts  will  not  succeed  in  attracting  and  re- 
taining health  professionals  in  needy  areas  if  practice  conditions 
and  potential  for  adequate  payment  are  not  present.  What  you  do 
here  is  necessary,  but  not  sufficient. 

Every  opportunity  for  linkage  and  synergy  with  PHS  programs 
under  your  authority  needs  to  oe  found  and  incentives  provided.  Of 
particular  importance  are  service  delivery  programs  like  commu- 
nity migrant  health  centers,  the  Indian  Health  Service,  and  the 
National  Service  Corps. 

For  example,  as  someone  who  did  a  residency  in  an  OEO  neigh- 
borhood health  center  in  the  South  Bronx,  I  have  never  understood 
why  we  have  not  had  strong  incentive  for  more  generalist  physician 
and  nurse  clinician  training  in  Federal  neighborhood  health  cen- 
ters. 

Just  as  there  are  categorical  program  issues  within  academic 
health  centers,  I  am  aware  of  jurisdictional  boundaries  between 
committees  of  Congress.  I  realize  that  you  do  not  have  direct  au- 
thority over  Medicare  and  Medicaid  programs,  but  the  achievement 
of  health  professions  distribution  goals  is  in  part  or  significantly  re- 
lated to  incentives  in  these  programs  as  well. 

I  would  express  hope  that  there  could  be  some  linking  of  these 
efforts,  realizing  particularly  that  Medicare  GME  policy  is  not  now 
in  alignment  with  these  goals  and  that  there  are  also  opportunities 
during  any  kind  of  restructuring  of  Medicaid  for  States  to  enhance 
efforts  made  in  the  legislation.  Examples  might  be  up-weighting 
Medicare  GME  payments  for  primary  care,  reimbursing  for  train- 
ing in  ambulatory  settings,  including  time  spent  in  Title  III  or  In- 
dian Health  Service  sites,  and  reducing  the  number  of  residents 
supported  by  Medicare. 

COGME  is  working  on  a  formal  position  regarding  this  now.  I  ex- 
pect that  it  will  be  in  the  spirit  and  direction  of  my  individual  testi- 
mony, and  we  will  have  a  formal  position  paper  on  this  in  late 
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I  thank  you  for  the  opportunity  to  be  here.  I  think  this  is  a  criti- 
cal aspect  of  health  care,  where  a  strategic,  targeted  Federal  in- 
vestment role  remains  essential  to  provide  quality  and  affordability 
health  care  to  all  Americans.  I  will  be  happy  to  work  with  you  in 
the  coming  months  if  I  can  to  help  shape  this  proposal. 

Thank  you  very  much. 

[The  prepared  statement  of  Dr.  Kindig  follows:] 

Prepared  Statement  of  Dr.  David  Kindig 

Madam  Chairman  and  members  of  the  committee,  my  name  is  David  Kindig,  and 
I  am  currently  a  Professor  of  Preventive  Medicine  and  Health  Policy  at  the  Univer- 
sity of  Wisconsin-Madison  School  Medicine.  I  am  also  Chair  of  the  National  Council 
on  Graduate  Medical  Education  (COGME).  I  trained  in  Pediatrics  in  a  neighborhood 
health  center  in  the  South  Bronx,  served  as  the  first  Medical  Director  of  the  Na- 
tional Health  Service  Corps,  was  Deputy  Director  of  the  Bureau  of  Health  Man- 
power in  the  mid  1970s,  and  have  held  several  senior  managerial  positions  in  the 
private  and  public  sector. 

The  major  theme  that  has  run  through  my  managerial  and  academic  career  has 
been  that  of  insuring  an  adequate  and  appropriate  supply  of  well-trained  health  pro- 
fessions to  rural  and  inner  city  areas,  and  I  am,  therefore,  pleased  to  be  able  to  par- 
ticipate in  this  important  hearing.  I  have  been  asked  to  address  primarily  the  physi- 
cian component  of  your  proposal,  but  I  share  the  opinion  of  my  colleagues  at  the 
table  that  the  other  clusters  of  programs  are  very  important  as  well.  There  are  only 
a  few  points  that  one  can  make  in  5  minutes,  and  I  would  like  to  be  clear  at  the 
outset  on  what  they  are: 

1.  Poor  physician  specialty  and  geographic  distribution  remains  a  major  barrier 
to  health  care  access. 

2.  Federal  Support  Has  Been  a  Critical  Strategic  Investment  and  Needs  to  be 
Continued  to  Correct  These  Physician  Workforce  Deficiencies. 

3.  In  a  Time  of  Scarce  Resources,  Consolidation  and  Targeting  of  Federal  Efforts 
to  Attain  These  Outcomes  is  Appropriate. 

4.  Linkage  of  Title  VII  and  Title  III  Health  Professions  Support  to  Federal  Deliv- 
ery Programs  and  HCFA  Graduate  Medical  Education  Support  is  an  Opportunity 
for  Additional  Synergism. 

Let  me  return  briefiy  to  each  point  and  amplify  a  bit  with  supporting  evidence. 
Two  major  goals  of  national  workforce  policy  and  this  legislation  have  been  to  pro- 
vide increased  numbers  of  generalist  physicians  in  the  entire  country,  and  particu- 
larly in  underserved  inner  city  and  rural  areas.  Figure  1  from  COGME  data  shows 
how  the  numbers  of  generalists  and  specialists  per  100,000  population  has  increased 
since  1965.  While  financial  and  academic  incentives  have  produced  striking  in- 
creases in  specialists,  the  numbers  of  generalists  have  increased  as  well,  but  much 
more  slowly.  Much  of  this  is  due  to  the  growth  and  development  of  family  medicine, 
as  well  as  general  internal  medicine  and  pediatrics  over  this  period,  in  large  part 
due  to  funds  from  the  legislation  we  are  discussing  today.  Recent  data  indicates  (see 
Figure  2),  however,  that  the  smallest  and  most  rural  counties  are  actually  declining 
slightly  in  generalist  physician  to  population  ratios  while  other  areas  continue  to  in- 
crease. 
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With  regard  to  geographic  distribution,  Figure  3  shows  continuing  special  needs 
for  generalist  physicians  in  federal  rural  and  urban  shortage  areas.  The  lower  line 
shows  the  level  needed  to  remove  all  primary  care  shortage  areas  from  the  designa- 
tion list;  this  is  a  minimal  level  of  supply  at  about  29/100,000.  The  top  line  is  the 
number  needed  to  bring  these  areas  to  a  more  reasonable  50/100,000  (for  compari- 
son, most  HMOs  have  from  60  to  80  generalists  per  100,000  population).  Lowering 
these  numbers  requires  support  for  targeted  generalist  physician  education  pro- 
grams, as  well  as  improving  the  infrastructure  through  community/migrant  health 
centers,  the  National  Health  Service  Corps,  and  Medicare  and  Medicaid  programs. 
I  do  net  believe  it  is  possible  to  precisely  separate  the  influence  of  each  of  these  com- 
ponents, but  I  am  quite  certain  that  they  have  acted  in  concert  to  keep  the  number 
of  shortage  areas  as  low  as  they  are. 

In  these  times  of  scarce  resources,  it  is  important  to  look  for  new  ways  to  achieve 
efiiciency  in  meeting  these  objectives,  and  the  consolidation,  clustering  and  outcome- 
based  approaches  in  both  your  bill  and  in  the  Administration  proposal  have  merit 
and  are  welcomed.  The  issue  of  set-asides  within  a  consolidated  area  as  opposed  to 
a  fully  competitive  process  is  a  dilTicult  one.  There  is  a  tension  between  breaking 
down  categorical  boundaries  that  can  be  barrier  to  innovation  and  efficiency,  while 
at  the  same  time  remembering  the  cardinal  orinciple  of  medicine,  "First  do  no 
harm".  The  latter  is  particularly  important  witn  regard  to  family  medicine,  which 
has  been  responsible  for  many  of  the  gains  in  access  to  health  care  that  have  been 
made  over  the  past  two  decades,  particularly  in  rural  areas.  I  would  have  hoped 
that  this  new  specialty  would  be  solidly  established  in  academic  health  centers  in 
1995,  but  this  is  not  yet  the  case  in  many  places;  in  addition,  the  majority  of  family 
medicine  residencies  are  in  community  hospital  settings.  On  the  other  hand,  many 
inner  city  underserved  areas  are  dependent  on  general  internal  medicine  and  gen- 
eral pediatrics  since  familv  medicine  has  not  been  fully  established  in  academic 
medical  centers  in  manv  urtan  areas. 
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The  idea  of  applications  from  training  network  crossing  disciplines  and  settings, 
as  envisioned  in  the  Administration  proposal,  has  appeal  as  well.  Too  often,  one  part 
of  an  academic  health  center,  such  as  a  nurse  practitioner  or  a  physician  assistant 
program,  may  be  working  in  isolation  from  training  in  family  medicine,  while  both 
nave  the  same  goals  and  would  benefit  from  common  efforts.  I  do  not  have  a  specific 
solution  to  this  dilemma  today,  but  in  general  would  favor  a  priority  for  institutional 
applications,  including  Title  VII  and  VIII  eflorts  as  well  as  linkages  to  Title  HI, 
which  demonstrate  a  common  effort  designed  to  produce  local  measurable  outcomes. 
I  would,  however,  indicate  a  minimum  level  of  support  for  family  medicine  depart- 
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ments  and  residencies,  on  the  basis  of  their  effectiveness  in  the  past  and  recognizing 
that  many  of  their  residencies  are  not  part  of  broader  academic  institutions. 

As  Chair  of  COGME,  I  must  note  that  our  authority  sunsets  in  September  and 
I  understand  that  you  intend  to  reauthorize  COGME.  We  beHeve  our  track  record 
of  analysis  and  poHcy  development  in  this  area  warrants  reauthorization  for  an  ad- 
ditional five  years.  Our  independent  status  reporting  both  to  the  Congress  and  the 
Secretary,  while  being  housed  within  the  Department,  has  added  credibility  to  our 
efforts.  We  do  operate  without  a  specific  appropriation,  making  it  difficult  for  HRSA 
to  find  the  staff  and  resources  for  our  functioning.  I  would  ask  that  consideration 
be  given  to  a  designated  budget,  to  allow  for  even  more  useful  efforts  in  the  future. 
If  an  oversight  of  the  competing  allocations  between  specialties  and  disciplines  men- 
tioned above  would  be  helpful,  you  might  consider  assigning  this  responsibility  to 
COGME. 

I  would  also  like  to  make  a  plea  for  some  resources  set  aside  for  data  development 
and  research  into  workforce  issues.  We  are  hampered  by  lack  of  information  in 
many  of  these  areas;  for  example,  most  of  the  research  about  the  substitution  possi- 
bilities of  nurse  practitioners  and  physician  assistants  for  generalist  physicians  goes 
back  to  the  mid  1970s;  there  is  almost  no  information  on  such  substitution  for  spe- 
cialists. I  know  Dr.  Lee  is  aggressively  working  with  HRSA  and  AHCPR  to  address 
these  issues,  and  I  think  it  would  be  very  important  to  have  some  resources  identi- 
fied for  analysis  and  monitoring  of  outcomes. 

I  would  like  to  conclude  with  some  comments  about  the  importance  of  linking  the 
efforts  of  these  consolidated,  outcome-based  authorities  with  other  federal  programs 
that  have  the  same  or  related  goals.  The  best  educational  efforts  will  not  succeed 
in  attracting  and  retaining  healtn  professionals  in  needy  areas  if  practice  conditions 
and  potential  for  adequate  payment  are  not  present.  Every  opportunity  for  linkages 
and  synergy  within  PHS  programs  under  your  authority  need  to  be  found  and  incen- 
tives provided;  of  particular  importance  are  the  service  delivery  programs  like  CI 
MHS,  the  IHS,  and  the  NHSC.  For  example,  as  someone  who  did  a  residency  in  a 
federal  neighborhood  health  center,  I  have  never  understood  why  more  graduate 
medical  education  has  not  been  developed  in  such  settings. 

Just  as  there  are  categorical  program  issues  within  academic  health  centers,  I  am 
aware  of  jurisdictional  boundaries  between  Committees  of  Congress.  I  realize  that 
you  do  not  have  direct  authority  over  the  Medicare  and  Medicaid  programs,  but  the 
achievement  of  the  health  professions  distribution  goals  is  in  part  dependent  on  in- 
centives in  these  programs.  I  would  express  the  hope  that  there  could  be  some  link- 
ing between  these  enorts,  realizing  that  Medicare  GME  policy  is  not  now  in  align- 
ment with  these  physician  workforce  goals  and  that  there  are  also  opportunities 
during  restructuring  of  Medicaid  for  states  to  enhance  the  efforts  made  in  this  legis- 
lation. Examples  might  be  upweighting  Medicare  GME  payments  for  primary  care, 
providing  reimbursement  for  training  in  ambulatory  settings  including  time  spent 
in  Title  III  or  EHS  sites,  and  reducing  the  total  number  of  residents  supported  by 
Medicare.  COGME  is  working  on  a  formal  position  regarding  how  both  PHS  and 
HCFA  efforts  can  be  further  aligned  in  support  of  COGME  workforce  goals.  I  expect 
that  these  recommendations  will  be  in  the  spirit  and  direction  of  my  individual  tes- 
timony today,  and  will  be  forwarded  to  you  in  early  May. 

Thank  you  for  the  opportunity  to  make  this  statement.  You  are  engaged  in  a  criti- 
cal aspect  of  health  care  where  a  strategic,  targeted  federal  investment  role  remains 
essential  to  provide  quality  and  affordable  health  care  to  all  Americans.  I  will  be 
happy  to  work  with  you  and  your  staff  over  the  coming  months  in  support  of  your 
approach  and  will  be  pleased  to  take  any  questions  which  you  or  the  Committee 
might  have. 

The  Chairman.  Thank  you  veiy  much,  Dr.  Kindig. 

I  will  ask  a  couple  of  questions — and  certainly,  any  one  of  you 
please  feel  free  to  answer — but  since  you  had  some  charts  on  gener- 
alists  and  specialists,  Dr.  Kindig,  from  your  perspective,  which  of 
the  health  professions  have  the  greatest  shortages  as  you  have 
looked  at  this  in  your  research? 

Dr.  Kindig.  Well,  I  will  admit  that  most  of  my  own  research  and 
the  work  of  COGME,  which  I  know  the  most,  has  really  been  in 
the  generalist  physician  area.  There  are  important  interrelation- 
ships. There  is  no  question  that  the  need  for  nurse  clinicians  and 
physician's  assistants  and  professionals  in  public  health  sort  of  op- 
erate synergistically.  And  frankly,  one  of  the  research  issues  that 
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we  need  to  get  into  is  how  do  we  model  integrated  work  force  re- 
quirements because  it  may  not  be  a  zero-sum  game,  but  it  is  a  sum 
game  of  some  kind  or  another,  and  even  in  the  generalist  area,  we 
probably  do  not  need  to  dramatically  increase  all  kinds;  we  need 
to  look  for  the  right  balance. 

Frankly,  Madam  Chair,  I  really  have  less  research  expertise  in 
areas  like  the  need  for  dentistry  and  some  of  the  other  issues.  I 
know  that  in  certain  areas,  they  remain  critical,  but  in  terms  of  a 
national  picture,  I  think  I  would  defer  to  others  on  that. 

The  Chairman.  Dr.  Filerman. 

Dr.  Filerman.  I  do  not  think  this  is  the  answer  you  are  looking 
for  

The  Chairman.  Well,  I  was  just  curious. 

Dr.  Filerman.  I  think.  Senator,  that  the  health  professional  that 
is  in  greatest  shortage  probably  does  not  exist  yet,  and  that  is  a 
hybrid  or  a  combination  health  professional  that  is  going  to  be  able 
to  go  into  people's  homes  and  provide  the  integrated  services  that 
are  going  to  keep  them  there  at  low  cost,  keep  them  out  of  the  hos- 
pital, enable  them  to  use  all  the  new  technologies  that  are  being 
brought  into  the  home. 

We  are  moving  helter-skelter  toward  a  much  stronger  emphasis 
on  home  care,  but  the  work  force  structure  is  not  related  to  that 
at  all.  There  is  no  reason  to  send  five  different  health  professionals 
into  somebody's  home.  That  is  not  going  to  save  any  cost,  and  it 
is  not  going  to  result  in  integrated  care.  We  need  an  integrator  and 
a  facilitator,  and  it  has  got  to  be  someone  who  is  not  at  the  techni- 
cian level,  because  they  have  got  to  be  able  to  make  independent 
judgments;  otherwise,  the  institutional  system  is  going  to  be  carry- 
ing much  too  much  of  the  freight.  And  our  present  work  force,  as 
I  said,  is  all  focused  on  that  institutional  system. 

The  Chairman.  You  mentioned,  Dr.  Kindig  and  Dr.  Tuckson,  the 
underserved  area  and  the  neighborhood  health  center.  We  have 
talked  for  years  about  how  to  get  people  back  into  these  areas  to 
serve.  There  have  been  scholarships;  various  States  have  incentives 
in  their  medical  education  programs,  and  it  really  has  not — I  do 
not  think — proven  to  be  terribly  successful  overall.  So  that  while 
we  all  talk  about  it,  I  think  we  have  not  found  the  magic  bullet  yet, 
it  seems  to  me. 

Dr.  Tuckson,  you  have  worked  very  closely,  and  you  have  great 
outreach  at  Drew  Medical  to  the  surrounding  community,  but  do 
you  find  that  your  doctors  and  nurses  are  going  into  the  under- 
served  areas  and  are  working  in  the  neighborhood  centers? 

Dr.  Tuckson.  Absolutely.  That  is  exactly  what  we  are  finding.  In 
fact,  our  students  come  to  our  schools — not  only  mine,  but  also  the 
others  of  our  associations — for  the  specific  purpose  and  knowing 
that  that  is  why  they  are  there.  We  are  not  training  people  to  be 
plastic  surgeons  on  Rodeo  Drive.  They  know  it  when  they  come. 

What  we  are  also  experiencing  is  that  as  I  look  around  at  the 
junior  faculty  that  we  have,  and  I  look  at  the  junior  faculty  who 
are  now  training  the  new  kids  that  are  coming  up,  we  trained  that 
junior  faculty,  or  they  were  trained  at  Morehouse,  or  they  were 
trained  at  Meharry.  So  that  we  are  sharing,  and  we  are  seeing  that 
success. 
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But  the  larger  issue,  Senator,  is  that  while  we  have  been  trying, 
we  have  not  tried  in  a  mature  and  consistent  way.  We  pulled  the 
plug  on  the  National  Health  Service  Corps  programs  a  few  years 
back,  and  so  just  as  we  started  to  get  there,  we  said  we  were  not 
going  to  invest  in  this  anymore.  Now  we  are  retooling,  and  now  it 
will  take  5  years  to  catch  up. 

What  I  would  briefly  suggest  and  hope  is  that  we  would  have  a 
mature  program  and  the  resolve  to  stay  in  there  for  the  long  run. 

And  the  last  thing.  Senator,  because  you  are  particularly  astute 
to  this,  is  that  we  know  there  are  no  simple  answers,  no  simple  so- 
lution, no  one  bullet  that  is  going  to  do  it,  and  you  know  it.  You 
know  it  is  going  to  be  because  we  are  going  to  combine  the  early 
childhood  education  programs  for  children  in  the  inner  cities.  Like 
in  our  place  in  L.A.,  which  you  came  out  and  saw,  we  have  kids 
in  early  childhood  education,  in  a  Saturday  science  academy  for 
kids  6  to  14,  in  a  medical  magnet  high  school,  then  allied  health 
school,  medical  school,  and  postgraduate.  It  is  that  kind  of  com- 
prehensiveness that  is  required  if  we  are  going  to  solve  complex 
problems. 

The  Chairman.  My  time  for  questioning  is  about  up.  You  three 
are  very  strong  advocates  for  all  that  we  should  be  caring  about 
here. 

You  mentioned  the  scholarship  program  for  minorities,  and  I  just 
want  to  tell  you  that  we  are  working  with  Senator  Kennedy — ^to 
provide  language  in  the  bill,  when  it  is  introduced  in  support  of 
those  scholarships. 

You  mentioned  the  Centers  for  Excellence,  and  we  have  removed 
that  set-aside,  so  to  speak,  and  they  will  have  to  compete  for  funds. 
My  feelings  on  set-asides  are  that  those  programs  that  have  offered 
quality  and  extraordinary  service  do  need  support,  and  I  tend  to 
believe  they  can  compete  successfully;  thus,  I  do  not  worry  about 
them  not  getting  the  necessary  money.  But  everybody  wants  a  set- 
aside  for  protection,  and  I  just  think  we  have  to  be  willing  at  some 
point  to  look  at  that. 

But  if  I  may  just  carry  on,  another  question  of  real  sensitivity 
here  is  whether  the  funding  of  programs  to  increase  minorities  in 
the  health  professions  represents  a  form  of  affirmative  action.  Dr. 
Tuckson,  you  care  about  this,  I  care  about  this;  it  is  an  issue  that 
has  been  raised  a  great  deal  today.  Why  do  we  need  to  do  this  with 
the  scholarship  program?  Can  you  answer  it  in  the  light  of  whether 
this  is  or  is  not  affirmative  action,  and  how  important  is  this? 

Dr.  Tuckson.  It  is  an  interesting  question.  In  terms  of  the  issues 
of  affirmative  action,  what  I  know  is  this,  that  there  is  an  extraor- 
dinary need  for  the  health  professionals  that  those  schools  are 
training.  In  those  communities,  for  Tuskegee,  for  Meharry,  and  for 
Xavier,  where  they  are  working,  there  is  a  tremendous  need  for  the 
student  products  and  the  intellectual  products  of  those  schools.  And 
I  hope  you  are  right  that  they  would  be  able  to  compete  well  in  the 
larger  pool. 

The  inevitable  result  is  that  after  finally  investing  in  them  and 
getting  them  to  the  point  where  there  is  a  faculty  that  is  now  com- 
ing into  place,  where  there  are  library  systems  that  are  starting  to 
work,  where  the  recruitment  efforts  are  there,  where  finally  as  a 
nation  we  have  invested  and  gotten  them  to  the  point  where  they 
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are  almost  able  to  be  self-sufficient — and  we  pull  the  plug  again, 
and  the  ball  rolls  right  back  down  to  the  bottom  of  the  hill.  Then, 
2  or  3  years  later,  we  come  back,  and  you  ask  the  same  question 
again — we  have  tried  things,  and  why  don't  we  have  enough  to 
show  for  it? 

So  it  is  the  same — I  think  we  have  to  have  that  maturity  of  vi- 
sion that  looks  to  longer  run  and  not  short-term  interventions,  be- 
cause ultimately,  you  will  not  get  the  return  on  the  investment 
that  is  necessary. 

As  far  as  the  affirmative  action  implications  of  the  question,  that 
is  something  I  will  have  to  think  about,  but  I  just  know  this,  Sen- 
ator Kassebaum,  that  if  we  get  into  the  affirmative  action  con- 
versation, I  think  we  will  not  pay  attention  to  the  fact  that  we  have 
poor  people  who  are  in  desperate  need  of  help  today,  and  we  will 
get  blindsided  by  another  whole  set  of  issues  which  will  dilute  from 
the  screams  that  I  can  hear  in  my  mind's  eye  at  this  very  moment 
from  unnecessary,  preventable  disease  in  those  communities — and 
that  is  the  only  thing  that  counts. 

The  Chairman.  Thank  you.  That  is  a  very  strong  statement. 

Senator  Kennedy. 

Senator  Kennedy.  Dr.  Tuckson,  it  is  good  to  see  you.  Just  on  this 
point,  as  I  understand  it,  the  funds  that  actually  go  to  the  schools 
are  distributed  in  a  nondiscriminatory  way,  and  the  basis  is  the 
underserved  nature  of  the  community  or  the  disadvantage  in  terms 
of  the  applicant.  Do  I  understand  that  correctly? 

Dr.  Tuckson.  For  the  majority  of  the  program,  that  is  true. 
There  is  a  set-aside  for  four  schools  from  which  this  program 
evolved,  so  there  was  a  beginning  recognition  by  the  Congress, 
signed  by  President  Reagan,  in  fact,  that  there  were  four  schools 
that  had  specific  need,  and  that  was  the  origin  of  it. 

But  I  think  what  is  important  about  your  question,  sir,  is  that 
one  of  the  key  elements  here  is  that  these  are  all  competitive  pro- 
grams now,  and  that  to  be  able  to  qualify  for  the  programs,  even 
for  the  four  that  I  am  particularly  talking  about,  you  must  in  fact 
compete  and  must  be  evaluated  and  be  successful.  The  bottom  line 
is  that  for  the  rest  of  them,  it  is  very  competitive. 

Senator  Kennedy.  But  once  the  funding  goes  to  the  schools,  then 
it  is  on  the  basis  of  need. 

Dr.  Tuckson.  Oh,  yes. 

Senator  Kennedy.  Could  you  just  elaborate  on  that  for  the 
record?  It  is  on  a  nondiscriminatory  basis,  on  the  basis  of  need,  am 
I  correct,  for  disadvantaged  communities  and  students  from  dis- 
advantaged backgrounds,  and  whites  participate  as  well  as  blacks; 
is  that  correct? 

Dr.  Tuckson.  Absolutely.  It  is  specifically  multicultural.  One  of 
the  hallmarks  of  the  institutions  that  are  under  discussion  is  that 
they  are  in  fact  very  diverse  institutions,  and  that  is  one  of  our 
strengths,  in  fact. 

Senator  Kennedy.  Very  briefly,  as  I  understand  it,  the  basic  con- 
cept of  the  structure,  you  are  basically  supportive  of — let  the  record 
show  all  three  panelists  nodded  affirmatively — some  perhaps  a  lit- 
tle more  affirmatively  than  others. 
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I  would  appreciate  it,  as  you  go  on  through  and  as  we  do,  if  you 
would  let  us  know  about  the  areas  that  you  are  most  interested  in 
and  supportive  of. 

And  finally,  I  will  just  say  that  I  agree  with  Dr.  Tuckson.  Dr.  Lee 
pointed  out  very  quickly  and  very  briefly  the  dimensions  which  are 
necessary  to  get  people  in  underserved  areas.  You  have  to  be  con- 
scious of  the  fact  that  the  people  who  are  going  to  go  to  those  areas 
want  to  be  able  to  practice  the  best  medicine,  want  to  have  the  best 
equipment,  want  to  have  the  best-trained  personnel  to  support 
them,  do  not  want  to  have  great  disparities  in  terms  of  resources 
as  far  as  how  they  will  be  considered  versus  the  rest  of  the  medical 
profession,  so  that  they  can  maintain  a  high  degree  of  medical  com- 
petence in  relationship  to  their  classmates  and  their  peers  in  these 
areas,  so  that  continuing  education  and  training  programs  are 
right  up  there.  And  then,  as  Dr.  Lee  mentioned,  they  want  access 
in  terms  of  schools  for  their  children,  or  whatever  the  other  factors 
and  practice  incentives  are  that  are  important  and  that  do  not  lend 
themselves  as  quickly  in  terms  of  obvious  legislative  solutions. 

But  we  did  see  with  the  National  Health  Service  Corps,  in  which 
I  was  involved  with  Senator  Magnusen,  who  was  a  real  leader  in 
this  area,  that  it  was  effectively  wiped  out,  zeroed  out,  in  the  early 
1980's  and  gradually  built  back  up  and  enhanced  over  a  period  of 
time.  We  have  seen  those  kinds  of  pressures,  and  level  funding  for 
the  neighborhood  health  centers  over  a  period  of  time  and  the  chal- 
lenges they  have  faced. 

Rather  than  going  through  those,  let  me  ask  vou  this  and  get 
just  a  brief  comment  from  each  of  you.  What  is  happening  in  the 
underserved  areas?  The  kinds  of  pressures  on  these  neighborhood 
health  centers,  where  they  are  getting  squeezed  in  terms  of  the 
Medicaid  population,  they  are  getting  squeezed  in  terms  of  the 
Medicare  population,  they  have  expanding  responsibilities  in  terms 
of  dealing  with  the  AIDS  population — both  in  terms  of  urban  and 
now  in  rural  communities — we  have  problems  with  teenage  preg- 
nancies, expansion  of  violence,  expansion  of  TB  in  many  commu- 
nities— ^you  have  it  in  Harlem,  you  have  it  in  parts  of  New  Jersey 
and  in  part  of  my  own  State,  as  a  result  of  homelessness. 

So  even  if  we  try  to  get  this  thing  right — and  I  know  neither  Sen- 
ator Kassebaum  nor  I  believe  that  if  we  get  this  thing  right,  our 
problems  will  be  solved  in  terms  of  these  underserved  areas;  that 
is  clearly  not  the  case — but  we  know  that  if  we  do  not  do  this,  we 
are  taking  a  very,  very  important  pillar  away  from  beginning  to  re- 
solve these  problems.  But  what  is  happening?  Are  we  drifting  fur- 
ther, getting  below  the  water  level?  It  has  always  been  up  to  about 
here  in  terms  of  surviving.  Maybe  you  could  just  make  a  brief  com- 
ment about  the  pressures  that  are  out  there,  working  in  an  oppo- 
site way  from  what  we  are  trying  to  do  here. 

Dr.  FiLERMAN.  Just  a  brief  comment.  Senator.  Dr.  Kindig  men- 
tioned the  management  issue.  It  seems  to  me  that  you  are  identify- 
ing a  component  of  the  system  which  cries  out  for  entrepreneurial, 
creative,  very  strong  management,  because  these  organizations  are 
more  at  risk  than  they  have  ever  been  in  the  past  because  of  man- 
aged care  moving  in  around  them,  among  other  things.  And  they 
have  got  to  be  competitive.  They  are  not  going  to  make  it  on  the 
basis  of  a  few  Federal  programs.  They  have  got  to  be  really  full 
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community  players.  That  takes  a  shift  in  attitude  and  a  shift  in 
management  style  because  if  it  does  not  take  place,  a  lot  of  them 
are  going  to  go  down  the  tubes. 
Senator  Kennedy.  Dr.  Kindig. 

Dr.  Kindig.  I  think  those  organizations  doing  the  work  they  do, 
sponsored  by  this  committee  and  others,  are  the  reason  why  we 
have  kept  this  chronic  illness  sort  of  barely  under  control.  But  I 
think  you  are  right,  the  pressures  are  great.  I  am  actually  not  nec- 
essarily as  concerned  as  some  others  about  the  thrust  oi  managed 
care.  I  think  there  are  some  creative  things  going  on  in  neighbor- 
hood health  center  networks  for  people  who  actually  have  insur- 
ance, where  that  can  actually  help  to  structure  the  care  and  bring 
some  efficiencies  and  provide  a  funding  stream  that  is  stable. 

I  think  these  neighborhood  health  centers,  in  addition  to  just  the 
general  issues  of  ambulatory  reimbursement,  which  we  all  face — 
they  really  are  where  the  uninsured  go,  and  there  is  no  managed 
care  program  that  helps  uninsured — so  I  think  that  that  is  another 
part  of  it. 

I  think  they  are  doing  a  great  job,  and  they  are  doing  Grod's 
work,  believe  me,  in  these  rural  and  inner  city  areas.  People  from 
NAC  and  other  organizations  can  testify  more  eloquently  than  I.  I 
think  it  is  a  critical  Federal  safety  net  until  we  deal  with  it,  frank- 
ly, in  a  more  general  way. 

Senator  Kennedy.  Dr.  Tuckson. 

Dr.  Tuckson.  Just  very  briefly,  if  you  add  up  the  equation  that 
you  just  presented,  it  equals  disaster,  and  that  is  exactly  right. 
There  is  one  other  piece  to  it  that  you  did  not  get  to,  and  that  is 
that  as  we,  in  our  State  and  local  communities,  focus  increasingly 
on  crime,  and  as  the  criminal  justice  initiative  takes  ever  more 
precedence  over  the  health  initiatives,  we  are  watching  the  system- 
atic destruction  of  the  public  health  infrastructure  in  each  of  those 
communities.  So  that  the  natural  allies  that  the  community  health 
centers  are  having  to  work  with  are  also  deteriorating. 

So  that  what  you  nov/  have  are  increasing  levels  of  need,  with 
extraordinary  decreasing  ability  to  meet  it.  When  you  add  that  up, 
it  is  a  double  disaster.  And  sir,  I  tell  you,  if  you  nave  the  kind  of 
vision  that  lets  you  see  to  the  future,  we  are  not  prepared  for  it. 

Senator  Kennedy.  Thank  you. 

Thank  you,  Madam  Chair. 

The  Chairman.  Thank  you  very  much. 

Next  I  would  like  to  say  that  Senator  Frist,  who  has  been  quite 
an  extraordinary  specialist  in  his  other  life,  is  also  I  think  at  heart 
a  generalist. 

Senator  Frist. 

Senator  Frist.  Thank  you,  Madam  Chairman. 

As  a  physician  for  the  last  20  years  of  my  life,  I  have  been  in 
a  medical  school  every  day  up  until  about  a  year  ago,  when  I  start- 
ed my  campaign  before  coming  to  the  U.S.  Senate — literally,  every 
day  of  my  life  at  three  medical  schools,  medical  institutions.  I  have 
also  had  the  privilege  of  spending  the  last  12  years  in  Nashville, 
TN,  where  I  grew  up,  and  I  therefore  want  to  share  some  of  mv 
reflections  on  Meharry  and  the  particular  role  that  it  has  played, 
that  is  not  obvious  unless  you  have  observed  or  been  a  part  of  the 
evolving  mission — the  mission  has  been  constant,  but  the  evolving 


50 


carrying  out  of  that  mission  and  the  changes  it  is  undergoing  every 
day. 

Since  1989,  Meharry  and  the  dental  schools  have  been  identified 
as  Minority  Centers  of  Excellence,  which  we  have  begun  talking 
about.  The  program  was  created  and  supported  by  this  committee 
to  recognize  and  reward  institutions — one  medical,  one  pharma- 
ceutical, one  dental,  and  one  veterinarian — which  were  setting  out 
to  meet  national  goals,  the  national  goals  being  to  train  minorities 
in  the  health  professions,  in  improving  services  in  underserved 
areas, 

I  am  a  specialist.  The  medical  schools  I  have  been  at  have  been 
Harvard  Medical  School  for  11  years,  Vanderbilt  for  12  years,  and 
Stanford  for  2  years.  Those  universities  do  not — do  not — do  a  good 
job  in  either  training  minorities  or  serving  underserved  areas. 

Meharry's  mission  very  clearly  has  been  to  educate 
underrepresented  minorities  in  the  health  professions  while  in- 
creasing the  delivery  of  health  care  to  these  underserved  commu- 
nities. Clearly  stated,  and  talking  to  the  administrators  and  the 
needs,  it  is  constant.  That  is  the  mission. 

That  mission  was  articulated  long  before  the  Federal  Govern- 
ment expressed  its  interest;  it  really  goes  back  to  the  1860's  when 
Meharry  recognized  it  and  has  continued  it.  Not  only  has  Meharry 
been  meeting  this  goal  ever  since,  but  it  really  has  been  carrying 
the  water  for  most  other  institutions. 

Seventy-five  percent  of  Meharry's  graduates  have  started  their 
practices  in  medically  underserved  inner  city  and  rural  areas.  No 
other  medical  school  can  touch  that  statistic. 

Yet  when  the  GAO  reviewed  two  studies  to  determine  the  extent 
of  minority  practice  in  underserved  areas,  it  concluded  that  the 
sample  pools — that  is,  from  historically  black  colleges — may  not  be 
representative  for  all  minority  health  professionals.  I  agree.  They 
are  doing  a  far  better  job  in  fulfilling  that  goal. 

That  leadership  is  why  Congress  chose  to  support  them  early  on 
in  recognizing  their  full  potential. 

COGME  concluded  that  the  racial-ethnic  composition  of  the  Na- 
tion's physicians  does  not  refiect  the  general  population,  and  we 
know  that;  we  see  that.  I  see  it  in  my  practice  every  day.  This  con- 
tributes to  access  problems  for  the  underrepresented  minorities.  Af- 
rican Americans  constitute  about  12.1  percent  of  the  population, 
but  only  3  percent  of  physicians. 

Both  COGME  and  the  American  Association  of  Medical  Colleges 
have  called  for  a  doubling  of  the  enrollment  of  underrepresented 
minorities  from  the  current  approximately  1,450  to  3,000  by  the 
year  2000. 

Now,  the  other  hat  I  currently  wear  is  being  a  member  of  the 
Budget  Committee,  and  I  fully  recognize  the  need  that  we  have  to 
focus  our  scarce  Federal  resources  on  programs  that  perform  well 
in  meeting  our  national  goals,  which  have  been  clearly  articulated. 
A  Federal  work  force  policy  is  important  to  the  future  success  of 
our  health  care  system.  It  may  be  on  the  back  burner  now,  but  it 
is  going  to  reemerge  shortly.  The  existing  funding  for  the  Minority 
Centers  of  Excellence  I  feel  strongly  has  fulfilled  and  is  fulfilling 
that  goal. 
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By  opening  the  pool  of  applicants,  which  we  have  touched  upon 
today,  it  may  follow  that  we  make  the  resources  that  we  have  des- 
ignated more  scarce  for  these  institutions.  Congress  in  fact  created 
many  of  our  work  force  problems.  And  I  think  it  is  my  responsibil- 
ity, our  responsibility,  to  very  carefully  look  back  upon  the  invest- 
ments that  we  have  made  to  make  sure  they  are  going  into  the  cor- 
rect areas  to  fulfill  our  goals. 

We  certainly  should  not  risk  undoing  what  has  taken  really  100 
years  to  achieve.  We  certainly  should  not  let  politics  enter  into  the 
equation  to  destroy  the  progress  that  has  been  made. 

And  I  guess  I  have  to  express  my  feeling  that  even  if  these  insti- 
tutions can  compete  well — and  I  believe  that  they  can — there  are 
enough  political  pressures,  subtle  pressures,  that  will  possibly  pre- 
vent them  from  obtaining  suitable  significant  funding  to  achieve 
their  goals.  I  have  a  fear  that  competition  is  going  to  be  more  for 
winning  the  ear  of  the  Secretary  to  talk  about  individual  institu- 
tions, or  politicians  stepping  up,  trying  to  get  something  for  their 
particular  areas,  that  it  is  going  to  ailute  the  effect  of  the  resources 
that  we  have  been  able  to  devote  today. 

I  really  feel  that  our  best  investment — and  I  say  this  having  been 
at  many  medical  schools  and  having  spent  my  life  there — is  to  re- 
ward those  institutions  that  we  know  have  done  a  good  job,  a  bet- 
ter job  than  anybody  else,  in  producing  minority  physicians. 

Meharry  Medical  School  has  trained  40  percent  of  this  country's 
black  physicians — one  institution.  Meharry  has  trained  50  percent 
of  all  black  dentists.  The  Federal  funds  over  the  last  years — and 
they  have  been  significant — have  enabled  Meharry  to  work  toward 
financial  stability  and  ultimately,  financial  independence.  I  have 
been  back  in  Tennessee  for  about  12  years  now,  but  I  grew  up 
there,  so  I  have  had  the  opportunity  to  see  the  impact  that  these 
funds  have  had  toward  achieving  real  financial  independence. 

Meharry  very  wisely,  I  feel,  has  invested  these  funds  in  faculty 
recruitment  and  retention — if  you  just  look  at  the  track  record  over 
the  last  3  years,  it  is  phenomenal.  What  has  been  accomplished  is 
bringing  people  to  Meharry  to  train  physicians  who  are  going  to  go 
out  and  serve  underrepresented  areas  where  people  thought  it  sim- 
ply was  not  possible. 

Meharry  schools  have  typically  received  funding — actually,  all 
medical  schools,  as  most  of  you  know,  receive  funding  from  clinical 
practice,  from  research  grants,  some  income  from  residency  pro- 

frams,  State  funds,  local  funds.  Meharry  simply  has  historically 
een  unable  to  rely  on  many  of  these  traditional  funding  resources. 
An  example  is  in  the  clinical  arena.  Just  recently,  Meharry  went 
through  a  merger  with  the  General  Hospital  in  Nashville — it  is 
really  currently  underway — which  for  the  first  time  is  going  to 
allow  it  to  truly  be  able  to  recognize  revenues  from  patients  in  its 
overall  funding  base.  In  the  past,  it  simply  has  not  been  part  of 
that  base. 

In  addition,  the  recruitment  of  faculty,  which  has  been  so  dra- 
matic over  the  last  several  years,  will  allow  it  to  increasingly  be 
able  to  compete  for  research  grants  that  in  the  past  it  simply  was 
not  able  to  do. 

At  GAO's  recommendation,  we  are  discussing  outcomes  evalua- 
tion of  programs  to  better  determine  if  the  money  coming  from  Fed- 
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eral  programs  is  meeting  national  goals.  I  support  that.  I  do  want 
to  make  the  statement  that  the  Minority  Centers  of  Excellence  are 
not  failing  us.  They  are  really  leading  us  again,  compared  to  the 
institutions  that  I  have  been  at. 

At  the  verv  least,  I  think  we  do  need  a  very  accurate  evaluation 
process— and  support  that — before  we  consider  shifting  funds  away 
from  these  institutions  that  we  know  have  served  this  country  so 
well.  I  really  want  to  allow  them,  based  on  these  evaluations,  to 
prove  that  tney  are  meeting  our  requirements. 

I  just  simply  think — and  I  am  a  new  United  States  Senator,  but 
I  do  not  think  we  can  articulate  these  great  goals  and  simply  fail 
to  support  them  financially. 

I  have  used  my  time,  but  I  did  want  to  make  that  statement 
based  on  my  own  personal  experience  as  a  physician.  If  there  is  one 
thing  I  hope  to  bring  to  this  body  as  a  citizen  legislator,  it  is  some 
practical  experience  from  the  field  and  have  it  reflected  in  this 
body. 

With  that,  Madam  Chair,  I  will  forego  any  questions. 
Thank  you. 

The  Chairman.  Thank  you  very  much,  Senator  Frist,  for  a  very 
good  statement. 
Senator  Wellstone. 

Senator  Wellstone.  I  thank  the  chair. 

Dr.  Tuckson,  it  is  good  to  see  you  again,  and  I  apologize  to  each 
of  you  for  being  late.  Today,  Madam  Chair,  there  were  three  com- 
mittee hearings  at  the  same  time,  so  it  is  really  frustrating. 

First  of  all.  Madam  Chair,  I  would  like  to  congratulate  you  for 
the  work  that  you  have  done.  I  think  that  the  efforts  of  the  chair 
and  Senator  Kennedy  in  proposing  some  of  the  consolidations  to 
make  these  very,  very  important  programs  work  better  and  more 
efficiently,  is  right  on  the  mark.  I  think  it  is  very  important. 

I  may  not  have  any  questions,  and  I  do  not  have  a  long  state- 
ment, but  I  will  say  that  one  of  the  things  that  has  been  resolved 
that  I  am  much  more  comfortable  with  is  that  I  am  glad  we  are 


I  hear  discussion  about  how  there  is  an  oversupply  of  doctors, 
nurses  and  other  health  professionals,  I  always  think,  "What?"  Of 
course,  that  is  in  relationship  to  demand  as  defined  by  the  market, 
as  defined  by  people  who  can  demand  it  through  their  incomes.  But 
in  terms  of  inner  city  or  rural  America,  that  is  not  true  at  all.  And 
I  think  we  did  not  quite  make  it  last  time  in  terms  of  some  major 
health  care  reform,  but  I  think  there  was — maybe — some  consensus 
on  the  importance  of  primary  care  and  preventive  health  care  and 
really  delivering  health  care  out  in  the  communities  where  people 
live,  in  a  humane  and  dignified  and  affordable  way. 

Madam  Chair,  the  University  of  Minnesota-Duluth  has  just  a 
fantastic  program — I  am  so  proud  of  what  they  have  done — with 
Native  Americans,  in  terms  of  the  men  and  women  who  come  from 
rural  communities  and  then  go  back  and  practice  in  those  commu- 
nities. It  seems  to  me  that  the  principle  here  is  that  in  terms  of 
young  people,  "minorities,"  others  from  "disadvantaged  back- 
grounds," I  think  it  is  extremely  important  that  we  keep  the  schol- 
arship program,  because  that  is  what  enables  some  of  those  men 
and  women  to  come  to  the  medical  schools  and  other  professional 


maintaining  the  scholarshi 


I  have  to  say  that  every  time 
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schools  and  to  go  into  these  professions  with  a  sort  of  connection 
to  the  communities  from  which  they  come  and  to  go  back  to  those 
communities  and  serve  those  communities.  So  I  am  just  dehghted 
that  we  have  been  able  to  keep  the  focus  on  that. 

I  do  not  really  have  a  question,  but  I  just  wanted  to  make  that 
clear.  I  thank  each  of  you  for  your  work,  and  it  is  good  to  see  you 
again,  Dr.  Tuckson.  And  again,  I  apologize  that  I  was  not  here  ear- 
lier. I  will  read  your  testimony,  I  promise.  I  will  be  a  good  student, 
and  I  will  read  it — and  probably  the  chair  will  give  me  an  exam 
tomorrow  morning  to  see  whether  I  have  read  it. 

The  Chairman.  Thank  you,  Senator  Wellstone. 

Senator  Gorton. 

Senator  Gorton.  No  questions. 

The  Chairman.  May  I  just  come  back  with  an  observation.  Dr. 
Filerman.  I  thought  your  comment  on  the  importance  of  looking  to 
the  integrated  services  for  the  home  was  a  very  important  com- 
ment. I  think  it  is  going  to  be  more  and  more  a  direction  for  the 
future.  I  think  we  have  to  begin  to  plan  now. 

Dr.  Tuckson  has  heard  me  at  a  previous  meeting  some  years 
back  mentioning  how  important  I  thought  the  old  program  of  visit- 
ing nurses  was  in  the  homes,  and  I  believe  you  said  your  mother 
had  been  a  visiting  nurse;  is  that  right,  Dr.  Tuckson? 

Dr.  Tuckson.  Exactly  right. 

The  Chairman.  And  I  think  we  are  seeing  a  return,  maybe  in  a 
little  different  way,  to  wanting  that  strength  of  support  from  inte- 
grated health  services  in  the  home,  which  often  establishes  a  very 
personal  relationship  that  I  think  is  very  valuable. 

So  I  would  just  say  that  I  look  forward  to  working  with  all  three 
of  you  as  we  begin  to  think  about  this  for  the  future. 

Senator  Wellstone.  Ditto.  I  agree. 

The  Chairman.  Thank  you  all  very  much.  We  appreciate  your 
testimony. 

It  is  a  pleasure  to  welcome  the  next  panel.  I  am  going  to  take 
special  privilege  as  the  chair,  because  I  am  very  proud  of  our  dean 
of  the  University  of  Kansas  School  of  Nursing.  Dr.  Eleanor  Sullivan 
has  provided  tremendous  leadership  in  the  field  of  nursing,  both  as 
a  national  spokesperson,  but  certainly  at  the  University  of  Kansas 
Medical  Center  as  well.  It  is  a  pleasure  to  welcome  you  this  morn- 
ing. I  should  say  that  this  morning.  Dr.  Sullivan  is  representing 
the  American  Association  of  Colleges  of  Nursing — I  keep  thinking 
just  KU,  but  I  know  it  is  a  larger  umbrella  than  that. 

Senator  Wellstone.  There  are  some  other  universities  in  the 
country,  Madam  Chair. 

The  Chairman.  Yes,  there  are;  I  know.  [Laughter.] 

Next,  it  is  a  pleasure  to  welcome  Allan  Rosenfield.  Dr.  Rosenfield 
is  dean  of  the  School  of  Public  Health  at  Columbia  University  and 
is  here  representing  the  Association  of  Schools  of  Public  Health. 

Next,  Dr.  Jordan  Cohen  is  president  of  the  Association  of  Amer- 
ican Medical  Colleges  and  is  here  representing  that  association 
today. 

And  finally,  Dr.  Larry  Anderson,  a  member  of  the  board  of  direc- 
tors and  chair  of  the  Commission  on  Education,  representing  the 
American  Academy  of  Family  Physicians. 
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So  if  you  would  allow  me,  Dr.  Anderson,  we  will  start  with  Dr. 
Sullivan. 
Dr.  Sullivan. 

STATEMENTS  OF  ELEANOR  V.  SULLIVAN,  DEAN,  UNIVERSITY 
OF  KANSAS  SCHOOL  OF  NURSING,  ON  BEHALF  OF  AMER- 
ICAN ASSOCIATION  OF  COLLEGES  OF  NURSING  AND  THE 
AMERICAN  NURSES  ASSOCIATION;  DR.  ALLAN  ROSENFIELD, 
DEAN,  SCHOOL  OF  PUBLIC  HEALTH,  COLUMBIA  UNIVER- 
SITY, ON  BEHALF  OF  THE  ASSOCIATION  OF  SCHOOLS  OF 
PUBLIC  HEALTH;  DR.  JORDAN  J.  COHEN,  PRESIDENT,  ASSO- 
CIATION OF  AMERICAN  MEDICAL  COLLEGES;  AND  DR. 
LARRY  R.  ANDERSON,  MEMBER,  BOARD  OF  DIRECTORS, 
AMERICAN  ACADEMY  OF  FAMILY  PHYSICIANS,  AND  CHAIR, 
COMMISSION  ON  EDUCATION,  ON  BEHALF  OF  THE  AMER- 
ICAN  ACADEMY  OF  FAMILY  PHYSICIANS 

Ms.  Sullivan.  Thank  you,  Senator.  And  I  will  tell  Senator 
Wellstone  that  I  came  from  the  University  of  Minnesota.  That  is 
where  I  learned  all  that  I  know. 

Senator  Wellstone.  And  that  concludes  your  testimony? 

Ms.  Sullivan.  No.  [Laughter.] 

As  the  Senator  stated,  I  am  Eleanor  Sullivan,  and  I  am  dean  of 
the  School  of  Nursing  at  the  University  of  Kansas,  and  I  am  pre- 
senting testimony  on  behalf  of  the  American  Association  of  Colleges 
of  Nursing  and  the  American  Nurses  Association.  I  have  provided 
a  complete  copy  of  my  testimony  for  the  record. 

We  strongly  support  reauthorization  of  the  NBA  and  the  concepts 
of  consolidation  and  flexibility  that  we  understand  will  be  elements 
of  a  bill  to  reauthorize  it.  We  think  that  the  real  importance  of  this 
approach  is  to  give  flexibility  to  the  nursing  education  community 
and  to  DHHS  to  address  rapidly  changing  approaches  to  health 
care  delivery  and  meeting  public  health  needs. 

That  flexibility  in  essence  trusts  NEA  managers  and  recipients 
to  do  the  right  thing,  a  step  that  is  philosophically  divergent  from 
the  prescriptive  and  micromanagement  cast  of  past  statutes.  We 
support  the  concept  of  giving  a  priority  to  producing  nurses  to  meet 
underserved  population  health  care  needs  and  holding  grantees 
and  DHHS  accountable  for  meeting  these  objectives. 

Providing  one  authorization  figure  for  the  whole  NEA  further  ex- 
pands the  level  of  trust  that  the  proposal  bestows  upon  DHHS  and 
continues  to  be  a  concern  for  us.  We  hope  that  the  expansion  of 
DHHS'  authority  this  provision  suggests  will  be  tempered  by  giving 
the  nursing  education  and  practice  community  a  significant  role  in 
determining  NEA  priorities. 

For  example,  AACN's  priorities  are  support  for  faculty  education, 
advanced  practice  nurse  programs  and  students,  and  community 
nursing  centers  for  primary  care  training  and  faculty  practice. 

AACN  continues  to  oppose  State  and  local  governments  being  in- 
cluded as  "eligible  entities."  This  is  a  nursing  education  statute, 
and  AACN  strongly  believes  that  NEA  money  should  go  to  edu- 
cators and  students.  We  remain  concerned  about  the  specifics  and 
equities  of  matching  requirements  because  most  schools  of  nursing 
face  their  own  financial  difficulties.  And  with  an  aging  population, 
more  chronic  disease  survivors,  and  a  growing  interest  in  the  pri- 
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mary  care  that  nurses  are  capable  of  delivering,  AACN  regrets  the 
proposal's  need  to  reduce  NEA  authorizations  in  its  later  years. 

We  also  suggest  that  the  NEA  bill  be  decoupled  from  the  Title 
VII  reauthorization  bill  to  avoid  delay  in  enacting  a  new  Title  VIII. 

Now,  some  background.  Serious  shortages  of  hospital  staff  nurses 
inspired  the  passage  of  the  Nurse  Education  Act  30  years  ago.  In 
fact,  the  Nurse  Education  Act  helped  me  get  my  start  in  nursing 
20  years  ago,  when  I  was  a  young  widow  with  five  small  children, 
no  money  and  no  education.  And  I  can  assure  you,  Madam  Chair- 
man, that  I  would  not  be  dean  of  the  KU  School  of  Nursing  today 
without  that  help. 

Since  then,  the  NEA  has  helped  to  reverse  much  of  that  shortage 
by  Federal  program  support  for  schools  to  increase  the  number  of 
nurses  with  a  basic  education.  Today,  the  NEA  focuses  on  teaching 
advanced  practice  caregivers  such  as  nurse  practitioners,  nurse 
midwives,  nurse  anesthetists,  and  clinical  nurse  specialists. 

The  NEA  recognizes  the  importance  of  funding  to  prepare  nurs- 
ing faculty,  to  increase  the  racial  and  ethnic  diversity  of  the  nurs- 
ing profession,  and  to  maintain  professional  competence  through 
continuing  education.  With  funds  for  traineeship,  the  NEA  helps 
masters  and  doctoral  nursing  students  to  become  the  advanced 
practice  nurses  of  tomorrow. 

There  is  a  program  to  repay  school  loans  for  nurses  who  practice 
in  an  area  with  a  nursing  shortage,  and  the  recirculating  campus- 
based  nursing  student  loan  program  offers  low-interest  loans  to  un- 
dergraduate and  graduate  nursing  students  and  has  an  extremely 
low  default  rate. 

I  have  a  table  of  anticipated  fiscal  year95  awards  for  NEA  pro- 
grams that  shows  the  number  of  nursing  programs  and  students 
benefiting  from  this  statute  and  request  that  it  be  included  with 
my  testimony.  Each  of  these  programs  has  contributed  to  nursing's 
growing  role  in  improving  the  quality  and  effectiveness  of  Ameri- 
ca's health  care  deliver}'  system. 

In  an  ideal  world,  the  system  that  utilizes  these  professionals 
would  pay  for  their  preparation;  but  in  the  real  world,  a  combina- 
tion of  Federal  and  State  support,  together  with  student  loans, 
money  from  parents  or  student  employment,  and  other  funds  are 
the  backbone  of  nursing  education. 

AACN  and  ANA  believe  that  support  for  adapting  nursing  edu- 
cation to  meet  changes  in  health  care  delivery  and  public  health 
needs  in  underserv^ed  areas  is  a  Federal  responsibility.  The  NEA 
also  must  facilitate  improved  racial  and  ethnic  diversity  in  the 
nursing  profession,  and  a  new  NEA  should  authorize  funding  at  at 
least  the  same  level  as  the  fiscal  year95  NA  appropriations  of  $63.5 
million. 

We  understand  that  one  bill  will  be  introduced  with  a  Title  VIII 
section  for  NEA  and  a  Title  VII  section  for  other  health  professions 
education  programs.  We  recommend  that  the  NEA  bill  be  separate, 
to  avoid  having  the  NEA  reauthorization  delayed  by  issues  in- 
volved in  the  reauthorization  of  Title  VII,  which  happened  the  last 
time  the  two  were  paired  for  reauthorization. 

Also,  we  understand  that  the  NEA  pro\asions  that  will  be  in  the 
forthcoming  bill  are  virtually  the  same  as  those  in  S.  2433,  the  bi- 
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partisan  bill  that  this  committee  and  the  Senate  passed  last  year. 
We  supported  that  bill. 

Scholarships  for  Disadvantaged  Students.  This  Title  VII  pro- 
gram, now  at  section  737  of  the  Public  Health  Service  Act,  is  criti- 
cally important  to  nursing  students  who  now  by  statute  receive  30 
percent  of  its  appropriations.  SDS  money  for  nursing  amoimted  to 
$5.4  million  in  fiscal  year  1995  and  went  primarily  to  undergradu- 
ate students.  The  past  has  taught  nursing  groups  that  due  to  orga- 
nizational preferences  or  bias,  nursing,  with  about  52  percent  of  all 
students  in  the  health  professions,  will  not  get  its  fair  share  of  this 
appropriation  if  it  is  merely  one  of  the  many  health  professions  en- 
titled to  funding  under  a  given  statute.  A  fair  distribution  of  these 
funds  means  that  nursing  students  be  allocated  a  specific  portion 
of  SDS  or  its  replacement  program  moneys. 

In  conclusion,  we  support  reauthorization  of  the  NEA  and  the 
SDS,  and  I  appreciate  being  given  the  opportunity  to  appear  here 
today.  I  would  be  willing  to  answer  any  questions  you  have.  Sen- 
ator. 

The  Chairman.  Thank  you,  Dr.  Sullivan. 

[The  prepared  statement  of  Ms.  Sullivan  follows:] 

Prepared  Statement  of  Eleanor  Sullivan  on  behalf  of  the  American 
Association  of  Colleges  of  Nursing  and  the  American  Nurses  Association 

Good  morning  Madam  Chairman  and  members  of  the  committee.  I  am  Eleanor 
J.  Sullivan,  Ph.D.,  R.N.,  Dean  of  the  School  of  Nursing  at  the  University  of  Kansas, 
Kansas  City,  KS.  I  am  presenting  this  testimony  on  behalf  of  the  American  Associa- 
tion of  Colleges  of  Nursing  which  represents  466  senior  college  and  university  bacca- 
laureate, master's  and  doctoral  nursing  education  programs  in  public  and  private, 
large,  medium  and  small  institutions  across  the  United  States.  My  school  is  an 
AACN  member.  I  am  on  AACN's  Board  of  Directors  and  chair  AACN's  Govern- 
mental AfTairs  Committee.  The  American  Nurses  Association  joins  AACN  in  this 
testimony.  The  ANA  is  full  service  professional  organization  representing  more  than 
205,000  nurses  through  53  constituent  and  territorial  associations.  I  am  also  an 
ANA  member. 

Reauthorization:  AACN  and  ANA  strongly  support  reauthorization  of  the  NEA 
and  the  concepts  of  consolidation  and  flexibility  that  we  understand  will  be  elements 
of  a  bill  to  reauthorize  the  Nurse  Education  Act  (Public  Health  Service  Act  Title 
VIII)  that  will  be  introduced  shortly.  We  understand  that  one  bill  will  be  introduced 
with  a  Title  VIII  section  for  the  NEA  and  a  Title  VII  section  for  other  health  profes- 
sions education  programs.  We  recommend  that  the  NEA  bill  be  separate  to  avoid 
having  the  NEA  reauthorization  delayed  by  issues  involved  in  the  reauthorization 
of  Title  VII,  which  happened  the  last  time  the  two  were  paired  for  reauthorization. 
Also,  we  understand  that  the  NEA  provisions  that  will  be  in  the  forthcoming  biU 
are  virtually  the  same  as  those  in  S.  2433,  the  bipartisan  bill  that  this  Committee 
and  the  Senate  passed  in  the  103rd  Congress.  We  supported  that  bill. 

Background:  Serious  shortages  of  hospital  staff  nurses  inspired  passage  of  the 
Nurse  Education  Act  30  years  ago.  Since  then  the  NEA  has  helped  to  reverse  much 
of  that  shortage  by  federal  program  support  for  schools  to  increase  the  number  of 
nurses  with  a  oasic  education.  Today,  the  NEA  focuses  on  teaching  advanced  prac- 
tice caregivers  such  as  nurse  practitioners,  nurse  midwives,  nurse  anesthetists,  and 
clinical  nurse  specialists.  The  NEA  recognizes  the  importance  of  money  for  prepar- 
ing nursing  faculty,  increasing  the  racial  and  ethnic  diversity  of  the  nursing  profes- 
sion, and  maintaining  professional  competence  through  continuing  education.  With 
funds  for  traineeships,  the  NEA  makes  possible  traineeships  for  Master's  and  doc- 
toral nursing  students  to  help  them  become  the  advanced  practice  nurses  of  tomor- 
row. There  is  a  program  to  repay  school  loans  for  nurses  who  practice  in  an  area 
with  a  nursing  shortage.  And  the  recirculating  campus-based  Nursing  Student  Loan 
Program  (NSLP)  ofTers  low  interest  loans  to  undergraduate  and  graduate  nursing 
students  and  has  a  low  (2.51  percent  in  1994)  default  rate.  Each  of  these  programs 
has  contributed  to  nursing's  growing  role  in  improving  the  quality  and  effectiveness 
of  America's  health  care  delivery  system.  In  an  ideal  world,  the  system  that  utilizes 
these  nursing  professionals  would  pay  for  their  preparation;  but  in  the  real  world. 
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a  combination  of  federal  and  state  support,  together  with  student  loans,  money  from 
parents  or  student  employment  and  other  funds  is  the  backbone  of  nursing  edu- 
cation. 

AACN  and  ANA  believes  that  support  for  adapting  nursing  education  to  meet 
changes  in  health  care  delivery  and  public  health  needs  in  underserved  areas  is  a 
federal  responsibility.  The  NEA  of  1992  was  seven  individually  authorized  programs 
that  somewhat  limited  federal  support  for  the  ability  of  the  nursing  education  com- 
munity and  the  Department  of  Health  and  Human  Services  to  respond  quickly  to 
changes  in  public  health  system  needs.  We  support  a  new  NEA  that  gives  the  De- 
partment of  Health  and  Human  Services  flexioility  to  redefine  objectives  based  on 
the  nursing  professional  needs  of  a  rapidly  evolving  health  care  system.  We  think 
that  provisions  requiring  grantee  and  DHHS  accountability  for  meeting  specific  pro- 
gram goals  are  appropriate.  The  NEA  must  facilitate  improved  racial  and  ethnic  di- 
versity in  the  nursing  profession.  A  new  NEA  should  authorize  funding  at  least  at 
the  same  level  as  FY95  NEA  appropriations  ($63.5  million). 

Current  Nurse  Supply:  The  total  RN  population  of  the  United  States  in  March 
1992  was  estimated  at  2.2  million,  66.5  percent  of  whom  worked  in  hospitals.  ["1992 
The  Registered  Nurse  Population-Sample  Survey,"  March  1992,  p.  22;  HRSA,  PHS, 
DHHS])  The  average  age  of  the  current  nursing  population  also  is  rising  (43.1  years 
old  in  1992  (Sample  Survey,  p.  14). 

Many  nurses  entering  practice  are  older  because  they  are  second  career  people  or 
have  returned  to  work  after  raising  families.  AACN  and  ANA  below  discusses  the 
importance  of  the  NEA  to  graduate  and  to  undergraduate  nursing  students  and  pro- 
grams. 

Graduate  nursing  students:  These  advanced  practice  nurses  (APNs)  will  be  the 
primary  care  deliverers  and  nursing  school  faculty  of  tomorrow.  AACN's  "Enroll- 
ment and  Graduation  Report,"  supra,  shows  31,537  Master's  students  (most  are  part 
time)  and  3,235  doctoral  students  (half  are  part  time)  (Table  6,  p.  13)  Of  these  Mas- 
ter's students  12,433  were  nurse  practitioner  or  nurse  midwife  students.  (Table  24, 
p.  39)  Of  7,116  Master's  in  Nursing  graduates  between  August  1993  and  July  1994, 
2,298  were  nurse  practitioners  or  midwives.  (Table  25,  p.  40).  The  NEA  can  help 
graduate  nursing  education  to  reposition  itself  for  managed  care  and  an  aging  popu- 
lation and  to  continue  the  expansion  of  primary  care  functions  and  case  manage- 
ment that  are  becoming  the  responsibility  of  advanced  practice  nurses  who  are  so 
much  in  demand. 

The  1992  NEA  appropriately  supplied  program  and  individual  support  for  grad- 
uate nurse  education  and  students  to  address  the  strong  demand  for  these  versatile 
professionals.  Particularly  in  rural  or  underserved  areas,  APNs  provide  much  of  the 
primary  health  care.  Their  education  is  shorter  and  less  expensive  than  that  of  a 
primary  care  physician,  yet  they  perform  many  of  the  same  functions,  as  weU  as 
others  that  are  the  special  province  of  nurses,  with  excellent  outcomes  and  patient 
satisfaction  and  a  tendency  to  use  fewer  expensive  tests.  Acute  care  APNs  have 
begun  to  replace  resident  physicians. 

What  should  the  NEA  do  for  APN  education?  The  NEA  should  include  programs 
to  prepare  these  valued  professionals  and  to  provide  individual  traineeship  support 
to  help  the  students,  now  mostly  part  time,  complete  the  programs  more  quickly. 
Incentives  could  encourage  schools  and  students  to  focus  on  specific  public  health 
needs  such  as  practice  in  underserved  areas,  primary  care,  pediatrics,  gerontology, 
chronic  disease,  and  case  management.  AACN  agrees  that  DOS  needs  iiexibility  to 
work  with  the  nursing  education  community  on  solutions  to  these  and  other  public 
health  problems. 

Undergraduate  students:  AACN's  recent  "1994-95  Enrollment  and  Graduations 
Report"  shows  133,464  baccalaureate  students  (Table  6,  p.  13)  (most  are  full  time) 
and  35,217  baccalaureate  graduates  (Table  7,  p.  14).  As  managed  care  sweeps  the 
country,  many  hospitals  are  downsizing  their  staffs  to  reflect  fewer  occupied  beds 
due  to  shorter  stays  and  the  growth  of  services  delivered  on  an  outpatient  basis. 
Some  stafT  nurses  are  among  tnose  who  are  losing  their  jobs.  In  an  effort  to  push 
institutional  costs  down,  some  hospital  managers  are  replacing  RNs  with  unlicensed 
assistive  personnel.  A  recent  ANA  study  done  by  Lewin-VHI,  Inc.  on  the  effect  of 
staffing  patterns  on  acute  care  shows  that  strong  nursing  services  increase  the  qual- 
ity of  patient  care,  benefit  patient  satisfaction,  and  reduce  lengths  of  stay.  We  also 
know  that  graduates  of  baccalaureate  nursing  programs  in  some  areas  are  taking 
a  longer  time  to  find  jobs,  and  even  then,  may  not  obtain  exactly  the  type  ofiob  they 
had  hoped.  Despite  these  conditions,  there  are  a  number  of  reasons  why  NEA  sup- 
port for  undergraduate  nursing  students  and  programs  is  still  needed.  As  that  sys- 
tem evolves  into  a  community  based  primary  care  model  utilizing  interdisciplinary 
teams  of  practitioners,  undergraduate  nursing  education  must  be  refocused.  For  ex- 
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ample,  the  system  will  need  tertiary  care  nurses  but  also  out-patient  nurses  for  clin- 
ics and  home  care. 

The  1992  NEA  mostly  focuses  on  graduate  nursing  programs  but  offers  some  sup- 
port for  the  undergraduate  sector.  There  is  a  small  ($3.6  million)  program  to  help 
disadvantaged  students  complete  their  nursing  education  by  use  of  special 
mentoring  and  instruction.  Much  of  the  money  in  that  Section  827  program  went 
to  schools  that  had  a  high  proportion  of  minority  students.  AACN's  "1994-95  Enroll- 
ment and  Graduations  report  shows  that  16.8  percent  of  undergraduate  nursing  stu- 
dents are  minorities  (Table  11,  p.  18).  This  is  a  very  good  sign,  but  the  same  table 
shows  that  only  12.1  percent  of  Master's  students  and  10.3  percent  of  doctoral  stu- 
dents are  minorities.  Looking  at  Table  13  (p.  20)  in  the  same  report,  14  percent  bac- 
calaureate, 11.1  percent  Master's  and  7.4  percent  doctoral  graduates  are  minorities. 
In  the  nursing  profession,  about  9  percent  (Sample  Survey,  p.  13)  are  racial  or  eth- 
nic minorities.  AACN's  and  ANA's  view  is  that  this  number  could,  and  must,  be  in- 
creased as  the  U.S.  population  becomes  more  racially  and  ethnically  diverse.  AACN 
and  ANA  believe  that  the  small  amount  of  NEA  money  directed  at  helping  dis- 
advantaged students  complete  nursing  education  is  necessary.  Second,  a  sufficient 
cadre  of  undergraduate  nurses  must  exist  so  that  preparation  to  the  advanced  prac- 
tice levels  of  nurse  practitioners,  midwives,  anesthetists  and  clinical  specialists  can 
meet  the  strong  demand  for  those  professional.  Third,  the  NEA's  major  role  vis-a- 
vis undergraduates  is  the  Nursing  Student  Loan  Program  which  has  such  a  low  ag- 
gregate loan  limit  ($13,500)  that  the  student  usually  hits  the  ceiling  before  his  or 
her  undergraduate  education  is  complete.  But  NSLP  is  a  campus  based  program 
that  recirculates  repaid  funds  and  has  not  had  a  federal  contribution  in  ten  years. 
It  also  has  a  default  rate  of  an  impressively  low  2.51  percent.  Lastly,  over  the  years 
the  numbers  of  nurses  have  gone  sharply  up  and  sharply  down,  depending  on  what 
health  workforce  experts  thought  was  needed.  The  result  often  was  a  nursing  short- 
age. The  role  of  nurses  in  the  health  care  system  is  critical  and  growing  and  the 
system  itself  is  changing  how  it  uses  various  professionals,  so  even  now  it  is  not 
possible  to  say  that  we  have  enough  nurses  prepared  at  the  basic  level.  With  a 
growing  older  population  and  with  more  individuals  with  chronic  conditions  requir- 
ing case  management  and  home  and  community  based  care,  the  United  States  will 
need  more  nurses.  AACN  and  ANA  urge  the  Committee  to  preserve  the  flexibility 
of  DHHS  to  support  undergraduate  nursing  students,  particularly  those  from  dis- 
advantaged backgrounds.  A  mix  of  assistance  for  graduate  and  undergraduate  pro- 
grams and  students  will  ensure  the  NEA's  continuing  relevance  and  federal  pres- 
ence in  preparing  nurses  with  a  variety  of  skill,  including  those  who  seek  to  upgrade 
from  Associate  and  Baccalaureate  to  Master's  and  doctoral  degrees.  Changes  in  the 
ways  and  places  health  care  is  delivered  mean  that  nursing  schools  must  revamp 
the  education  of  the  undergraduate  nurse,  and  federal  funds  could  help  this  process 
move  more  quickly. 

Practicing  nurse  population:  The  NEA's  role  for  practicing  nurses  should  focus  on 
the  specific  objectives  of  maintaining  a  high  level  of  professional  expertise  and  en- 
suring support  for  retraining  where  necessary.  Federal  support  for  continuing  edu- 
cation is  necessary  in  areas  where  geographic  considerations  present  obstacles  to 
nurses  keeping  up  with  scientific  and  practice  developments.  For  example,  continu- 
ing education  funded  by  the  NEA  can  help  rural  nurses  maintain  their  competence 
where  their  local  marketplace  fails,  or  is  unable,  to  do  so.  Another  possible  area  for 
the  NEA  regarding  practicing  nurses  is  due  to  changes  in  the  health  care  system. 
Practicing  hospital  staff  nurses  and  even  clinical  nurse  specialists  with  graduate  de- 
grees may  need  to  be  retrained  to  be  able  to  continue  to  be  productive  as  tertiary 
facilities  are  reduced,  and  primary  care,  home  care  and  out  patient  care  become 
prominent.  We  should  make  every  effort  to  extend  the  productive  services  of  these 
individuals  by  helping  them  acquire  new  skills.  Retraining  also  might  be  a  shared 
responsibility  with  the  Department  of  Labor. 

Administration  Reauthorization  proposal:  From  what  AACN  and  ANA  can  infer 
from  the  Administration's  FY  96  budget,  its  clusters  approach  will  be  similar  to  the 
NEA  consolidation  proposal  put  forth  by  the  Administration  in  the  103rd  Congress. 
That  proposal  was  the  basis  for  the  Senate  passed  NEA  reauthorization  bill,  S. 
2433.  AACN's  concerns  about  S.  2433  were  that: 

— DHHS  was  given  a  great  deal  of  discretion  about  where  the  funds  would  go 
without  much  guidance; 

— matching  funds  could  be  required  but  few  specifics  were  provided  on  how  much 
of  a  match  would  apply  or  how  DHHS  would  deal  with  schools  that  could  not  match; 

— state  and  local  governments,  not  just  their  academic  institutions,  were  included 
as  "eligible  entities;' 
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— awards  were  limited  to  a  maximum  of  5  years,  but  there  was  no  way  to  extend 
critical  programs  that  would  terminate  without  federal  support,  harming  public 
health; 

— the  Basic  Nursing  Education  section  actually  increased  the  number  of  possible 
topics  for  grants  by  adding  a  large  number  of  new  priorities;  and 

— the  BNE  also  seemed  directed  toward  service  delivery  rather  than  education. 

AACN  and  ANA  ultimately  supported  the  bill  because  we  decided  that  virtually 
anything  that  could  have  been  done  under  the  1992  NEA  could  have  been  done 
under  S.  2433.  We  were  then,  as  now,  curious  about  how  compressing  seven  NEA 
sections  into  three  and  adding  new  foci  would  simplify  the  statute  or  save  DHHS 
staff  time  in  processing  applications.  The  bill  retained  the  separateness  of  the  NEA 
from  Title  VII  programs,  a  result  that  AACN  strongly  believes  is  compelled  by  the 
differences  between  nursing  education  and  that  of  other  health  professions.  Earlier 
this  year,  AACN  made  some  suggestions  to  the  Committee  staff  about  clarifications 
needed  in  the  report  accompanying  S.  2433. 

The  Kassebaum  Consoliaation  bill:  AACN  has  not  seen  the  legislative  language 
of  Madam  Chairman's  proposal,  but  we  can  base  initial  comments  on  conceptual  in- 
formation supplied  by  Committee  staff.  We  support  the  concept  of  consoliaation  of 
the  NEA,  ana  we  think  that  the  real  importance  of  this  approach  is  to  give  flexibil- 
ity to  the  nursing  education  community  and  DHHIS  to  address  rapidly  changing  ap- 
proaches to  health  care  delivery  and  meeting  public  health  neeas.  That  flexibility 
in  essence  trusts  NEA  managers  and  recipients  to  do  the  "right  thing,"  a  step  philo- 
sophically divergent  from  the  prescriptive  and  micromanagement  of  past  statutes. 
But  we  think  that  it  is  worthwhile  to  give  DHHS  the  discretion  to  address  evolving 
concerns  as  they  arise.  Apparently,  under  the  proposal  each  NEA  program  would 
have  its  own  stated  outcomes;  this  will  work  most  effectively  if  grantees  and  DHHS 
jointly  agree  on  what  those  outcomes  should  be.  AACN  continues  to  oppose  state 
and  local  governments  being  included  as  eligible  entities.  (ANA  takes  no  position 
on  this  issue.)  This  is  a  nursing  education  statute,  and  AACN  strongly  believes  that 
NEA  money  should  go  to  educators  and  students.  We  could  see  state  and  local  gov- 
ernments hungry  for  dollars  to  pay  for  health  care  anxiously  petitioning  for  NEA 
money  to  solve  tiieir  problems,  with  education  being  a  distant  concern  if  it  were  ad- 
dressed at  all.  We  support  the  concept  of  giving  a  priority  to  producing  nurses  to 
meet  underserved  population  health  care  needs.  Providing  one  authorization  figure 
for  the  whole  NEA  further  expands  the  level  of  trust  that  the  proposal  bestows  upon 
DHHS,  and  continues  to  be  a  concern  for  us.  We  hope  that  the  expansion  of  DHHS 
authority  this  provision  suggests  will  be  tempered  by  giving  the  nursing  education 
and  practice  community  a  significant  role  in  determining  NEA  priorities.  For  exam- 
ple, AACN's  priorities  are  support  for  faculty  education,  APN  programs  and  stu- 
dents, and  community  nursing  centers  for  primary  care  training  and  faculty  prac- 
tice. We  remain  concerned  about  the  specifics  and  equities  of  matching  requirements 
because  most  schools  of  nursing  face  their  cwn  financial  difficulties.  And  with  an 
aging  population,  more  chronic  disease  survivors,  and  growing  interest  in  the  pri- 
mary care  nurses  are  capable  of  delivering,  AACN  regrets  the  proposal's  need  to  re- 
duce NEA  authorizations  in  its  later  years. 

AACN  suggests  amending  the  NEA  to  set  the  annual  Nursing  Student  Loan  Pro- 
gram loan  limit  at  $4,000  per  year  and  the  lifetime  aggregate  at  $20,000  or  more. 
Current  limits  are  an  annual  range  of  $2,500  to  $4,000  and  a  lifetime  cap  of 
$13,500.  By  raising  these  limits,  college  and  university  financial  aid  ofiicers  will  be 
able  to  make  more  effective  use  of  the  program.  AACN  also  suggests  that  eligibility 
for  NSLP  loans  be  limited  to  students  in  their  final  two  years  of  undergraduate 
study  or  to  graduate  study  to  ensure  funding  for  those  actually  going  into  nursing. 
These  NSLP  changes  will  not  affect  federal  program  costs.  And  as  we  noted  in  the 
beginning  of  our  testimony,  we  suggest  that  the  NEA  bill  be  decoupled  from  the 
Title  VII  reauthorization  bill  to  avoid  delay. 

Scholarships  for  Disadvantaged  Students:  This  Title  VII  program,  now  at  Section 
737  of  the  Public  Health  Service  Act,  is  critically  important  to  nursing  students  who 
now  by  statute  receive  30  percent  of  its  appropriations.  SDS  money  for  nursing 
amounted  to  $5.4  million  in  FY  95,  and  went  primarily  to  undergraduate  students. 
(This  program  replaced  the  Title  VIII  Scholarships  for  the  Undergraduate  Education 
of  Professional  Nurses  (SUEPN)  program  that  was  repealed  in  1992.)  AACN  had 
concerns  about  last  year's  reauthorization  of  this  program  by  S.  1569  as  a  primary 
care  program  with  a  service  payback  in  Health  Professions  Shortage  Areas.  The 
service  payback  would  have  been  managed  by  the  National  Health  Service  Corps. 
Our  concerns  were  that: 

— The  primary  care  fccus  seemed  to  be  more  directed  at  APNs  because  under- 
graduates are  not  trained  as  extensively  in  primary  care  as  are,  for  example,  nurse 
practitioners,  yet  it  is  undergraduate  nursing  students  who  are  most  in  need  of  this 
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scholarship  option  (nurse  practitioners  and  midwives  have  a  10  percent  set-aside  in 
the  present  NHSC  scholarship  program); 

—NHSC  has  not  previously  placed  entry  level  RNs  and  seems  to  have  no  clear 
ideas  on  how  they  would  be  utilized;  and 

— Requiring  a  service  payback  in  an  unknown  HPSA  years  hence  would  be  dif- 
ficult to  sell  to  many  undergraduate  nursing  students,  especially  those  who  are  dis- 
advantaged and  minority, who  tend  to  want  to  practice  near  where  they  were  edu- 
cated. 

AACN  and  ANA  supported  S.  1569  and  its  conference  report,  because,  among 
other  reasons,  there  was  a  specific  set  aside  for  nursing  students.  As  we  understand 
the  concept  of  the  Kassebaum  "Consolidated  Financial  Assistance  and  Other  Loan 
Programs,"  there  would  be  one  authorization  for  the  group  of  health  professions  aid 
programs  without  any  set-asides.  The  past — has  taugnt  nursing  groups  that  due  to 
organizational  preferences  or  bias,  nursing  will  not  receive  its  fair  snare  of  appro- 
priations if  it  is  merely  one  of  many  health  professions  entitled  to  funding  under 
a  given  statute.  Because  nursing  has  about  52  percent  of  all  students  in  the  health 
professions,  fair  distribution  of  these  funds  is  critical.  Until  the  NHSC  was  forced 
by  legislation  to  use  APNs,  about  99.9  percent  of  its  scholarship  money  went  to  phy- 
sicians. AACN  strongly  urges  that  either  a  reauthorization  of  the  SDS  program  in- 
clude specific  ending  for  nursing  education  or  that  the  SUEPN  program  mentioned 
above,  which  was  very  successful,  be  reinstituted  within  the  NEA.  We  ask  the  Com- 
mittee to  also  consider  our  other  concerns  set  forth  above  when  reviewing  this  pro- 
gram. 

CONCLUSION 

AACN  and  ANA  support  reauthorization  of  the  NEA  and  the  SDS,  and  appreciate 
being  given  the  opportunity  to  appear  here  today.  I  would  be  happy  to  answer  your 
questions. 

The  University  of  Kansas  Medical  Center 

School  of  Medicine -Wichita,  March  7,  1995. 

Senator  Nancy  L.  Kassebaum, 

Chair,  Committee  on  Labor  and  Human  Resources, 

United  States  Senate, 

SH-835,  Washington,  DC. 

Dear  Senator  Kassebaum:  I  am  writing  to  urge  that,  as  you  consider  the  reau- 
thorization of  health  professions  training  programs  under  Title  VII  of  the  Public 
Health  Service  Act,  you  provide  for  continued  support  for  training  in  the  population- 
based  health  sciences  ad  public  health.  This  matter  is  of  great  concern  to  me  in  my 
dual  capacities  as  chair  of  the  Department  of  Preventive  Medicine  here  at  the  Uni- 
versity of  Kansas  and  as  President  of  the  Association  of  Teachers  of  Preventive 
Medicine  (ATPM).  The  views  of  ATPM  are  discussed  more  fully  in  a  statement  sub- 
mitted for  the  record  of  the  March  8,  1995  hearing  on  health  professions  education 
programs  jointly  by  ATPM  ad  the  America  College  of  Preventive  Medicine.  I  respect- 
fully request  that  this  letter  also  be  made  part  of  that  record. 

liie  core  of  preventive  medicine  is  that  it  brings  the  medical/scientific  model  of 
practice  to  populations.  Just  as  primary  care  clinicians  provide  integrated  services 
over  time  to  individuals,  preventive  medicine  physicians  continuously  monitor  the 
health  of  defined  populations,  evaluate  the  rise  to  the  health  of  that  population,  and 
intervene  to  address  those  rise.  The  tools  of  preventive  medicine  are  skills  in  re- 
search design,  data  analysis,  the  translation  of  quantitative  findings  into  specific 
interventions,  and  program  evaluation.  These  skills,  the  population-based  health 
sciences,  are  taught,  both  in  medical  school  departments  such  as  ours  ad  in  schools 
of  public  health. 

Fully  integrated  health  care  delivery  systems,  the  model  toward  which  our  coun- 
try is  moving,  should  meld  both  the  individual  perspective  of  the  clinician  and  the 
community  health  perspective  of  preventive  medicine  and  public  health.  Knowledge 
about  the  community's  health  status  and  health  needs  is  essential  information  for 
individual  health  care.  Successful  disease  prevention  and  health  promotion  particu- 
larly require  coordinated  interventions  at  both  the  clinical  and  community  levels. 
The  synergy  between  individual  and  community  health  will  be  attained  only  when 
it-is  understood  and  valued  by  all  health  care  professionals. 

I  believe  it  essential,  therefore,  that  the  population-based  health  sciences  receive 
support  comparable  to  that  provided  for  clinical  training.  They  should  be  an  integral 
aspect  of  training  and  practice  of  all  health  professionals  who  provide  primary  care 
or  who  contribute  to  primary  care  systems.  In  order  to  accomplish  this,  we  need  a 
well-trained  cadre  of  professionals  devoted  to  preventive  medicine  and  public  health 
practice,  teaching  and  research.  Support  for  faculty  and  curriculum  development,  as 
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well  as  for  student  stipends,  in  departments  of  preventive  medicine,  preventive  med- 
icine residencies,  ad  schools  of  public  health  would  fulfill  this  function.  This  support, 
long  provided  for  clinical  meaical  specialties  through  Medicare  graduate  medical 
education  funding,  has  never  been  available  to  preventive  medicine  and  public 
health.  Now,  with  a  rapidly  evolving  health  system  that  demands  attention  to 
health  outcomes  and  quality  improvement,  the  population-based  health  sciences 
should  be  more  fully  integrated  into  the  mainstream  of  both  undergraduate  and 
graduate  medical  education.  Title  VII  provisions  that  explicitly  support  preventive 
medicine  and  public  health  training  alongside  training  in  clinical  disciplines  is  a  log- 
ical and  reasonable  way  to  promote  this. 

Here  in  Kansas  we  are  hoping  to  initiate  a  large  and  innovative  primary  care  phy- 
sician education  program  heavHy  supported  by  the  Kansas  Health  Foundation  and 
the  State.  This  initiative  will  attempt  to  educate  a  large  new  cadre  of  physicians 
to  practice  community  oriented  primary  care  in  Kansas.  Our  Department  of  Family 
ad  Community  Medicine  in  Wichita  has  benefited  significantly  under  Title  VII  of  the 
Public  Health  Ser\'ice  Act.  We  are  hopeful  that  preventive  medicine  funding  can  be 
expanded  under  this  reauthorization.  All  of  our  primary  care  departments  will  need 
this  type  of  support  in  order  to  sustain  our  exciting  primary  care  physician  edu- 
cation initiative. 

Thank  you  very  much  for  your  consideration  and  for  your  thoughtful  leadership 
in  prevention  and  health  professions  education. 
Sincerely, 

S.  Edwards  Dismuke,  M.D.,  M.S.P.H 

Professor  and  Chair, 
Department  of  Preventive  Medicine. 

The  Chairman.  Dr.  Rosenfield. 

Dr.  Rosenfield.  Madam  Chairman,  members  of  the  committee, 
it  is  a  pleasure  to  be  here.  I  am  Allan  Rosenfield,  dean  of  the  Co- 
lumbia School  of  Public  Health,  an  obstetrician-gynecologist,  and 
president-elect  of  the  Association  of  Schools  of  Public  Health,  on 
whose  behalf  I  appear. 

I  should  note,  Madam  Chair,  that  there  are  three  schools  in  Mas- 
sachusetts and  one  excellent  school  in  Minnesota,  and  we  need  one 
in  Kansas. 

My  colleagues  and  I  appreciate  the  opportunity  to  testify  on  the 
contributions  of  academic  public  health  in  promoting  health  and 
preventing  disease  in  the  Nation  in  general,  and  to  iustifv  contin- 
ued Federal  support  to  the  27  U.S.  schools  of  public  health  in  par- 
ticular. 

In  its  landmark  1988  study  entitled,  "The  Future  of  PubHc 
Health,"  the  Institute  of  Medicine  stated  boldly  that  "this  Nation 
has  lost  sight  of  its  public  health  goals  and  has  allowed  the  system 
of  public  health  acti\aties  to  fall  into  disarray.  The  current  State 
of  our  abilities  for  effective  public  health  action  is  cause  for  na- 
tional concern  and  for  the  development  of  a  plan  of  action  for  need- 
ed improvements." 

An  earlier  lOM  study  presented  evidence  that  the  majority  of 
preventable  deaths  in  our  society  are  related  to  public  health  issues 
such  as  the  prevention  of  substance  abuse,  better  nutrition,  exer- 
cise, and  a  variety  of  population-based  initiatives.  And  yet  only  a 
tiny  percentage,  and  a  truly  tiny  percentage,  of  the  some  $1  trillion 
health  budget  is  devoted  to  public  health. 

Madam  Chairman,  your  bill  addresses  many  of  the  concerns  out- 
lined by  the  lOM.  The  deans  of  schools  of  public  health  stand  ready 
to  assist  in  efforts  to  ensure  its  enactment. 

Today,  schools  of  public  health  are  looking  to  the  future  health 
needs  of  our  communities.  Faculty  are  working  on  projects  such  as 
AIDS  prevention  and  control,  identifying  with  a  host  of  newly-rec- 
ognized risks  such  as  hazardous  waste,  indoor  air  pollution,  vio- 


89-050  0-95-3 


62 


lence  prevention,  problems  of  health  care  services  for  inner  city  and 
rural  poor,  not  to  mention  providing  our  students  with  the  needed 
knowledge,  skills  and  competencies  to  function  effectively  under 
the  reformed  managed  care  system  that  we  are  developing,  includ- 
ing, as  stated  earlier  by  Dr.  Lee  and  others,  better  data  collection 
and  better  management  of  the  data,  outcomes  measures,  and  qual- 
ity of  care  assessment. 

Managed  care  and  proposed  block  grants,  or  decentralization  of 
funding  programs  to  States  and  local  governments,  will  require  the 
deployment  of  professionals  with  a  broad  range  of  skills  such  as 
those  obtained  in  the  educational  programs  of  the  27  schools. 

The  Federal  Government  has  been  a  partner  in  this  combined 
national  effort  to  ensure  that  our  Nation's  public  health  system  is 
staffed  by  competent  personnel.  However,  the  Public  Health  Serv- 
ice has  estimated  that  only  one-third  of  the  public  health  work 
force  has  had  graduate  training  in  this  field. 

We  as  a  nation  would  not  allow  this  to  be  the  case  in  any  other 
health  profession  such  as  medicine,  nursing  or  dentistry.  Imagine, 
for  example,  if  only  a  third  of  the  doctors  in  this  country  were 
trained  in  medical  schools. 

Madam  Chair,  we  commend  your  forward-thinking  views  and 
thoughtful  approach  to  the  reauthorization  of  health  professions 
education  and  training  in  the  United  States.  Given  the  patchwork 
of  42  separate  work  force  development  programs  currently  adminis- 
tered by  the  Public  Health  Service,  your  proposed  bill  establishes 
a  platform  for  further  deliberations  that  are  starting  today  at  this 
important  hearing. 

In  general,  we  endorse  your  health  professions  education  consoli- 
dation legislation  proposal;  however,  we  have  particular  sugges- 
tions that  we  believe  merit  your  consideration. 

First,  we  enthusiastically  support  the  primary  goals  of  the  bill — 
to  improve  the  distribution  of  health  professionals  in  underserved 
areas,  and  to  enhance  "the  production  and  distribution  of  public 
health  personnel  to  improve  the  State  and  local  public  health  infra- 
structure." 

The  legislative  proposal  in  our  opinion  provides  much-needed  au- 
thorization and  appropriations  to  support  the  former;  however,  a 
specific  title  for  public  health  is  requested  to  complement  the  pri- 
mary care  training  in  the  bill.  We  recommend  that  schools  of  public 
health  and  other  public  health  programs  be  made  eligible  to  com- 
pete for  training  funds  under  the  proposed  authority.  Currently, 
schools  of  public  health  are  eligible  to  compete  under  peer  review 
for  public  health  special  projects  to  address  the  rapidly  deteriorat- 
ing infrastructure  in  our  country. 

Madam  Chair,  the  Federal  contribution  to  public  health  edu- 
cation in  the  last  decade  can  be  termed  as  "decimal  dust"  when 
compared  to  the  $6  billion  contributed  annually  to  graduate  medi- 
cal education.  At  best,  Congress  has  appropriated  less  than  $10 
million  a  year  to  public  health  and  preventive  medicine  training — 
a  truly  minuscule  amount  of  funding. 

A  specific  public  health  training  authority  in  your  bill,  Madam 
Chair,  would  send  a  clear  signal  that  Congress  is  willing  to  begin 
addressing  the  current  public  health  infrastructure  crisis. 
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Before  commenting  on  other  titles  of  the  bill,  we  would  like  to 
highly  commend  you  for  the  further  development  of  preventive 
medicine  residency  programs  in  schools  of  public  health  and  in 
medical  schools. 

Again,  we  would  like  to  commend  you  for  proposing  the  consoli- 
dation of  the  various  authorities  for  minority  and  disadvantaged 
students  in  the  schools  of  the  health  professions.  Allowing  the  HHS 
Secretary  discretion  to  fund  projects  based  on  need  makes  sense. 
Giving  the  Secretary  authority  to  consolidate  current  earmarked 
funds  into  one  general  authority  will,  in  our  opinion,  encourage  the 
application  of  multidisciplinary  approaches  to  the  current  status  of 
seriously  inadequate  minority  representation  in  the  health  profes- 
sions, as  has  been  discussed. 

However,  we  are  concerned  that  the  bill  requires  disadvantaged 
students  to  serve  in  underserved  areas  only.  Awards  should  be 
based  on  need  and  should  not  steer  scholarship  students  in  only 
one  direction. 

We  also  endorse,  Madam  Chair,  the  approach  outlined  in  the 
'Tiealth  professions  work  force  development"  title  of  your  bill. 
Again,  giving  the  Secretary  the  discretion  to  fund  projects  that  seek 
to  improve  the  delivery  of  health  services  in  underserved  areas,  as 
well  as  to  address  the  need  for  health  professionals  in  short  supply, 
is  a  sound  way  to  invest  scarce  Federal  resources.  There  is  a  short- 
age. Madam  Chair,  of  public  health  professions  in  the  U.S.  today, 
especially  in  areas  such  as  epidemiology,  biostatistics,  several  envi- 
ronmental and  occupational  health  specialties,  MCH,  management 
and  policy  sciences,  public  health  nursing  and  nutrition,  and  physi- 
cians trained  in  public  health  and  preventive  medicine.  This  au- 
thority will  help  address  this  lack. 

We  would  like  to  add  our  support  to  the  approach  taken  in  the 
"consolidated  financial  assistance"  title  of  the  proposal,  especially 
the  authorization  expanding  the  National  Health  Service  Corps  to 
include  public  health  graduates  in  the  program.  We  have  been  re- 
questing this  change  for  some  time.  It  represents  initial  steps  re- 
quired for  the  establishment  of  a  complementary  National  Public 
Health  Service  Corps  that  would  provide  public  health  agencies 
and  community-based  organizations  with  a  cadre  of  new  profes- 
sionals equipped  with  the  needed  skills  and  competencies  to  func- 
tion effectively  under  a  reformed  system.  We  also  request  that  pub- 
lic health  students  be  eligible  to  apply  for  health  professions  stu- 
dent loans. 

Madam  Chair  and  members  of  the  committee,  on  behalf  of  the 
27  deans  of  the  schools  of  public  health,  we  appreciate  the  oppor- 
tunity to  express  our  views  on  continued  Federal  support  of  the 
health  professions  education  in  general  and  for  public  health  pro- 
fessions in  particular.  Your  thoughtful  consideration  of  the  sugges- 
tions outlined  in  my  testimony  today  and  in  the  extended  remarks 
you  have  received  would  be  greatly  appreciated. 

I  shall  be  pleased  to  answer  any  questions  you  might  have. 

Thank  you. 

The  Chairman.  Thank  you,  Dr.  Rosenfield.  Everyone's  full  state- 
ments, of  course,  will  be  made  a  part  of  the  record. 
[The  prepared  statement  of  Dr.  Rosenfield  follows:] 
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Prepared  Statement  of  Dr.  Allan  Rosenfield 

Madam  Chairman  and  members  of  the  committee,  I  am  Allan  Rosenfield,  dean 
of  the  School  of  Public  Health  at  Columbia  University  and  president-elect  of  the  As- 
sociation of  Schools  of  Public  Health  on  whose  behalf  I  appear  today.  Mv  colleagues 
and  I  appreciate  the  opportunity  to  testify  on  the  contrioutions  of  academic  public 
health  in  promoting  health  ana  preventing  disease  in  this  nation,  in  general  and 
to  justify  continued  federal  support  to  the  27  U.S.  schools  of  public  health,  in  par- 
ticular. 

In  its  landmark  study  entitled  The  Future  of  Public  Health  (1988),  the  Institute 
of  Medicine  (lOM)  stated  boldly  that  "this  nation  has  lost  sight  of  its  public  health 
goals  and  has  allowed  the  system  of  public  health  activities  to  fall  into  disarray — 
the  current  state  of  our  abilities  for  efTective  public  health  action — is  cause  for  na- 
tional concern  and  for  the  development  of  a  plan  of  action  for  needed  improvements. 

Madam  Chairman,  your  bill,  "The  Health  Professions  Education  Consolidation 
and  Reauthorization  Act  of  1995"  addresses  many  of  the  concerns  outlined  by  the 
Institute  of  Medicine.  The  deans  of  the  schools  of  public  health  stand  ready  to  assist 
in  efforts  to  ensure  its  enactment. 

The  27  schools  of  public  health  in  19  states  and  Puerto  Rico  constitute  a  primary 
source  of  comprehensively-trained  public  health  professionals  to  serve  the  federal 
government,  the  50  states  and  the  private  sector.  To  meet  the  inevitably  growing 
demands  for  leaders  who  can  recognize  and  work  toward  viable  solutions  to  the  na- 
tion's multiple  health  care  problems,  these  schools  must  be  funded  to  support  costs 
in  three  main  areas.  First,  it  is  crucial  to  assist  students  in  financial  need,  so  that 
highly  motivated  and  qualified  students  will  not  be  turned  away.  Second,  we  want 
to  be  able  to  strengthen  and  expand  our  educational  programs  in  areas  urgently 
calling  for  prevention  and  control,  including,  but  not  limited  to: 

— mv/AiDs 

— substance  abuse 

— violence  and  injuries 

— teenage  pregnancy 

— the  poor  health  problems  of  women  and  children 
— the  health  problems  of  the  elderly 
— access  to  health  care 

— envivronmental  and  occupational  health  hazards 

The  third  area  of  funding  is  aimed  at  forging  a  cooperative  link-up  between  fac- 
ulty and  students  on  the  one  hand,  and  operational  puolic  health  agencies  and  com- 
munity-based organizations  on  the  other. 

In  1956,  the  84th  Congress  passed  the  Public  Health  Service  Act  in  a  unanimous 
vote  to  support  professional  education  in  public  health.  Since  then,  bipartisan  sup- 
port has  repeatedly  extended  these  programs  in  public  health. 

The  rationale  for  the  legislation  was  based  upon  the  recognition  by  Congress  that 
preservation  of  the  public's  health  requires  more  than  merely  reacting  to  disease, 
illness  and  disability.  Indeed,  it  was  felt  that  perhaps  a  better,  more  rational  and 
economic  approach  would  be  a  judicious  combination  of  disease  prevention  and 
health  promotion,  along  with  improved  planning  and  organization  of  therapeutic 
and  rehabilitation  services. 

The  public  health  workforce  is  the  most  diverse  and  multidisciplinary  of  all  of  the 
health  professions.  According  to  the  U.S.  Public  Health  Service  (PHS),  it  is  com- 
prised of  approximately  3  million  workers  including  representatives  of  such  medical 
and  social  science  professions  as  physicians,  nurses,  dentists,  administrators,  epi- 
demiologists, environmental  health  specialists,  nutritionists,  biostatisticians,  psy- 
chologists, behavioral  scientists,  lawyers,  chemists  and  engineers. 

The  need  for  trained  public  health  professionals  could  double  the  current  level, 
according  to  a  recent  PHS  report  to  Congress.  The  need  has  intensified  with  the  pro- 
liferation of  health  programs  mandated  by  Congress,  not  to  mention  new  and  ex- 
panded responsibilities  of  health  organizations  under  managed-care.  According  to 
the  PHS,  tnere  are  currently  shortages  of  epidemiologists,  biostaticians,  environ- 
mental health  specialists,  public  health  nurses  and  physicians,  among  others.  In  ad- 
dition, the  lOM  maintains  that  "most  public  health  workers,  including  some  public 
health  leaders,  have  not  had  formal  educational  preparation  focused  on  public 
health." 

In  our  judgment,  the  nation's  schools  of  public  health  are  unique  and  vital  ele- 
ments of  a  system  needed  to  prepare  the  personnel  required  to  make  population- 
based  approaches  to  health  promotion  and  disease  prevention  successful.  The  need 
to  recognize  and  solve  the  health  problems,  which  occur  in  a  group  and  community 
environment,  requires  education  by  a  faculty  consisting  of  professionals  skilled  in 
various  disciplines  including  social  and  natural  sciences,  environmental  sciences, 
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measurement  sciences,  and  administrative  management,  to  pinpoint  the  very  com- 
plex health  problems  of  our  multi-faceted  communities.  Together,  they  are  stronger 
in  arriving  at  creative  solutions  than  any  single  discipline  or  profession  alone. 

It  is  important  to  realize  that  the  schools  of  public  health  nave  already  made  con- 
tributions out  of  all  proportion  to  the  total  federal  investment  in  their  activities. 
American  schools  of  public  health  are  one  of  our  greatest  national  resources.  The 
faculty  and  research  stafTs  of  these  schools  have  made  unparalleled  contributions  to 
invproving  the  health  of  people  throughout  the  world.  1  would  like  to  just  mention 
a  few  contributions: 

— the  development  of  the  iron  lung,  along  with  research  that  led  to  the  eradication 
of  polio  in  the  Americas 

— playing  a  critical  role  in  the  complete  eradication  (for  the  first  time  in  history) 
of  a  worldwide  public  health  scourge -small pox 

— the  discovery  of  Vitamin  D;  and  re-discovery  of  Vitamin  A  to  prevent  blindness 

— the  development  of  a  Hepatitis  B  vaccine 

— the  development  of  strategies  to  eradicate  hookworm  and  other  infections,  in- 
cluding sexually  transmitted  diseases;  schools  have  also  provided  important  insights 
into  the  prevention  of  typhus,  trachoma,  malaria,  and  numerous  other  diseases. 

— the  development  of  DRGs  and  RVSs  under  Medicare 

Today,  schools  of  public  health  are  looking  to  the  future  health  needs  of  our  com- 
munities. Faculty  are  working  on  projects  such  as  AIDS  prevention  and  control,  and 
on  identifying  and  dealing  with  a  host  of  newly  recognized  risks  such  as  hazardous 
waste  and  indoor  air  pollution,  violence  prevention,  among  others,  not  to  mention 
providing  students  witn  the  needed  knowledge,  skills  and  competencies  to  function 
effectively  under  a  reformed,  managed-care  system. 

Managed-care  and  proposed  block  grants,  or  decentralization  of  funding  programs 
to  states  and  local  governments,  will  require  the  deployment  of  professionals  with 
skills  in: 
— community  health  education 
— chronic  and  infectious  disease  prevention 
— ^health  care  economics  and  cost  analysis 
— outcomes  analysis 


— policy  making  and  analysis 
— coalition  building,  public  communication,  and  training 
— principles  of  managed  care  and  cost  containment 

Providing  these  competencies.  Madam  Chairman,  is  what  the  27  schools  of  public 
health  are  all  about.  The  federal  government  has  been  partner  in  this  combined,  na- 
tional effort  to  ensure  that  our  nation's  public  health  system  is  staffed  by  competent 
personnel.  However,  the  PHS  has  estimated  that  only  one-third  of  the  public  health 
workforce  has  had  graduate  training  in  the  field.  We,  as  a  nation,  would  not  allow 
this  to  be  the  case  in  other  health  profession,  such  as  medicine,  nursing,  or  den- 
tistry. Imagine  if  only  one-third  of  the  doctors  in  this  country  were  trainea  in  medi- 
cal schools;  what  would  the  state  of  health  care  be  if  only  one  third  of  the  nurses 
were  trained  in  nursing  schools? 

We  have  no  scientific  studies  to  accurately  establish  the  precise  national  short- 
ages of  public  health  professionals.  According  to  the  PHS,  the  supply  of  public 
health  professionals  is  impossible  to  estimate  accurately,  due  in  part  to  some  dis- 
agreement over  which  occupations  compose  public  health  and  the  lack  of  specific  li- 
censure requirements.  Therefore,  estimating  supply,  is  limited  to  the  opinions  of  ex- 
perts in  the  field.  However,  experts  agree  that  there  is  a  shortage  of  adequately 
trained,  public  health  professionals,  especially  in  expanding  fields  such  as  environ- 
mental health,  managed-care,  new  infectious  diseases,  violence  prevention,  among 
others. 

Madam  Chairman,  we  commend  your  forward  thinking  views  and  thoughtful  ap- 
proach to  the  reauthorization  of  health  professions  education  and  training  in  this 
country.  Given  the  patchwork  of  42  separate  workforce  development  programs  cur- 
rently administered  by  the  Public  Health  Service,  your  proposed  bill  establishes  a 
platform  for  further  aeliberations  that  started  today  at  this  important  hearing.  In 
general,  we  endorse  your  health  professions  education  consolidation  legislative  pro- 
posal; however,  we  have  particular  suggestions  that  merit  your  thoughtful  consider- 
ation. 

First,  we  enthusiastically  support  the  primary  goals  of  the  bill:  improve  the  dis- 
tribution of  health  professionals  in  underserved  areas,  and  enhance  "the  production 
and  distribution  of  public  health  personnel  to  improve  the  state  and  local  public 
health  infrastructure."  The  legislative  proposal,  in  our  opinion,  provides  much  need- 
ed authorizations  for  appropriations  to  support  the  former;  however,  a  specific  title 
for  public  health  is  requested  to  complement  primary  care  training  in  the  bill.  We 
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recommend  that  schools  of  public  health  be  made  eligible  to  compete  for  training 
funds  under  the  proposed  authority.  Currently,  schools  of  public  health  are  eligible 
to  compete  (under  peer  review)  for  public  health  special  projects  (Sec.  762)  to  ad- 
dress the  rapidly  deteriorating  infrastructure. 

Madam  Chairman,  the  federal  contribution  to  professional  public  health  education 
in  the  last  decade  can  be  termed  as  "decimal  dust"  when  compared  to  the  $6  billion 
contributed  annually  to  graduate  medical  education.  At  best,  Congress  has  appro- 
priated less  than  $10  million  a  year  to  public  health  and  preventive  medicine  train- 
ing. Yet  this  "decimal  dust"  has  partially  financed  the  education  and  training  of 
many  of  our  nation's  public  health  leaders,  most  of  whom  work  in  the  public  health 
sector,  and  has  enabled  our  faculty  to  assist  local  agencies  in  solving  public  health 
problems  with  special  projects  grants. 

Special  public  health  funding  has  been  critically  important  at  my  own  school  of 
public  health.  Such  funds  have  initiated  a  program  for  minority  and  disadvantaged 
students  to  ensure  their  support  throughout  their  tenure  at  the  school  and  to  facili- 
tate placement  in  many  medically  underserved  areas  nationwide.  Special  project 
support  has  been  utilized  over  the  past  four  years  to  nurture  an  effective  and  grow- 
ing collaboration  between  the  School  of  Public  Health  and  the  New  York  City  De- 
partment of  Health.  Special  project  support  has  been  utilized  to  bring  faculty  at  the 
school  and  public  health  practitioners  together  to  focus  on  improving  the  Public 
health  delivery  infrastructure  throughout  the  city  and  the  nation  by: 

— identifying  young  children  at  risk  for  learning  disabilities 

— developing  strategic  public  health  plans  to  meet  the  most  urgent  public  health 
needs  in  metropolitan  areas,  designing  a  special  approach  to  improve  access  to  im- 
munization in  inner  city  communities 

— developing  a  drug-resistant  TB  registry  in  New  York  (which  has  in  many  re- 
spects, been  a  model  for  the  nation) 

— developing  an  improved  system  for  tracking  TB  patients  to  ensure  completion 
of  directly  observed  therapy 

In  addition  to  these  important  projects,  current  special  project  funding  facilitates 
critical  continuing  education  for  public  health  practitioners  in  New  York,  the  devel- 
opment of  a  broad  range  of  violence  prevention  activities,  and  innovations  in  cost- 
effective  distance  learning  approaches  both  for  continuing  and  degree  education. 
Without  special  project  support.the  urgent  need  to  bridge  schools  of  public  health 
and  local  and  state  health  departments — one  of  the  primary  recommendations  of  the 
Institute  of  Medicine's  report,  The  Future  of  Public  Health — will  be  severely  under- 
mined. 

A  specific  public  health  training  authority  in  your  bill.  Madam  Chairman,  would 
send  a  clear  signal  that  Congress  is  willing  to  begin  addressing  the  current  public 
health  infrastructure  crisis. 

Before  commenting  on  other  titles  of  the  health  professions  reauthorization  bill, 
we  would  like  to  highly  commend  you  for  the  further  development  of  preventive 
medicine  residency  (PMils)  programs  in  school  of  public  health,  as  well  as  in  medi- 
cal schools. 

The  need  for  physicians  trained  in  preventive  medicine  has  been  consistently  doc- 
umented. However,  our  current  system  of  financing  graduate  medical  education  has 
provided  only  minimal  support  of  this  training,  because  most  preventive  medicine 
residency  programs  are  not  oased  in  hospitals.  Reform  and  innovation  in  both  public 
health  and  private  financing  of  grate  medical  education  in  preventive  medicine  is 
necessary  to  address  this  shortage  and  to  realize  fully  the  potential  of  preventive 
medicine  to  help  build  a  healthier  nation.  Until  Congress  amends  Medicare  to  allow 
for  PMRs  support,  your  bill.  Madam  Chairman,  recognizes  the  important  contribu- 
tions of  preventive  medicine  physicians  in  managing  the  quality  and  costs  of  health 
services  for  populations  served  by  health  agencies  and  managed  care  organizations. 

Again,  we  would  like  to  commend  you  for  proposing  the  consolidation  of  the  var- 
ious authorities  for  minority  and  disadvantaged  students  in  the  schools  of  the  health 
professions.  Allowing  the  HHS  Secretary  discretion  to  fund  projects  based  on  need 
makes  sense;  giving  the  Secretary  authority  to  consolidate  current  earmarked  funds 
into  one  general  authority  will,  in  our  opinion,  encourage  the  application  of  multi- 
disciplinary  approaches  to  the  current  status  of  deplorable  minority  representation 
in  the  health  professions.  However,  we  are  concerned  that  the  bill  requires  dis- 
advantaged students  to  service  in  underserved  areas.  Awards  should  be  based  on 
need;  and  should  not  steer  scholarship  students  into  service  commitments. 

These  multidisciplinary  and  interdisciplinary  themes  are  further  underscored  in 
the  "community -based  training  in  underserved  areas"  title  of  the  bill.  We  support 
these  approaches  as  well  as  language  that  gives  preference  to  the  training  of  stu- 
dents that  will  enter  practice  in  underserved  areas. 
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We  also  endorse,  Madam  Chairman,  the  approach  outlined  in  the  "health  profes- 
sions workforce  development"  title  of  the  bill.  Again,  giving  the  Secretary  discretion 
to  fiind  projects  that  seek  to  improve  the  delivery  of  health  service  in  underserved 
areas,  as  well  as  to  address  the  need  for  health  professionals  in  short  supply,  is  a 
sound  way  to  invest  scarce  federal  resources.  There  is  a  shortage,  Madam  Chair- 
man, of  public  health  professionals  in  the  United  States  today,  especially  in  the  fol- 
lowing areas:  epidemiology,  biostatistics,  several  environmental  and  occupational 
health  specialties,  public  health  nutrition,  public  health  nursing,  and  physicians 
trained  in  public  and  preventive  medicine.  This  authority  will  help  address  the  lack 
of  trained  professionals  in  these  fields. 

In  closing,  we  would  like  to  add  our  support  to  the  approach  taken  in  the  "consoli- 
dated financial  assistance"  title  of  the  proposal,  especially  the  authorization  expand- 
ing the  National  Health  Service  Corps  to  include  public  health  graduates  in  the  pro- 
gram. We've  been  requesting  this  change  for  quite  some  time  now,  Madam  Chair- 
man. It  represents  initial  steps  required  for  the  establishment  of  a  complimentary 
National  Public  Health  Service  Corps  that  would  provide  public  health  agencies  and 
community -based  organizations  with  a  cadre  of  new  professionals"  equipped  with 
needed  knowledge,  skills  and  competencies  to  function  effectively  under  a  reformed 
system. 

Under  our  proposal,  persons  choosing  to  enter  the  NPHSC  would  undergo  rigorous 
training  in  schools  of  public  health  and  would  receive  an  MPH  after  instruction  and 
education  in  the  population-based  sciences.  Graduates,  in  exchange  for  federal  sup- 
port of  their  graduate  public  health  education,  would  agree  to  commit  one  or  more 
years  of  service  in  ofiicial  state/local  public  health  agencies  and  community-based 
organizations.  Schools/programs  would  receive  federal  assistance  for  faculty  and  cur- 
riculum development  as  well  as  support  to  develop  programs  that  establish  working 
relationships  (training  sites)  with  state/local  health  agencies  and  community-based 
organizations,  including  managed  care  organizations. 

In  summary.  Madam  Chairman,  there  is  an  urgent  need  for  trained  public  health 
professionals  throughout  the  health  system,  including  many  in  public  and  private 
non-profit  agencies  and  institutions  that  are  not  directly  engaged  in  the  provision 
of  hands-on  care  for  the  ill,  but  do  impact  on  the  availability,  quality  and  cost  of 
medical  care,  and  on  health  services  generally,  including  disease  prevention,  health 
promotion,  and  protection  of  the  public  from  hazards  to  health  (radiation,  toxic  sub- 
stances, air  and  water  pollution,  etc.).  Past  federal  support  helped  establish  pro- 
grams that  effect  constructive  change  by  widening  the  perspectives  and  increasing 
the  management  capabilities  of  senior  and  mid-level  professionals  in  community 
health  centers,  hospitals,  state  and  local  health  departments,  managed-care  organi- 
zations, environmental  agencies,  among  others. 

The  federal  funds  received  by  schools  of  public  health  have  been  considered  to  be 
the  federal  government's  share  of  preparing  public  health  personnel  to  meet  the 
needs  of  the  public  today  and  for  the  future.  The  amounts,  while  small  in  compari- 
son to  overall  expenditures,  have  and  continue  to  contribute  to  the  preparation  of 
this  vital  health  resource.We  believe  that  the  proposed  'Health  Professions  Edu- 
cation Consolidation  and  Reauthorization  Act  of  1995"  continues  this  tradition. 

Madam  Chairman  and  members  of  the  committee,  the  27  deans  of  the  U.S. 
schools  of  public  health  appreciate  the  opportunity  to  express  our  views  on  contin- 
ued federal  support  of  health  professions  education,  in  general,  and  for  public  health 
professions,  in  particular.  Your  thoughtful  consideration  of  our  suggestions  outlined 
in  my  testimony  today  would  be  greatly  appreciated. 

I  shall  be  pleased  to  answer  any  questions  you  might  have.  Thank  you. 

The  Chairman.  Dr.  Cohen. 

Dr.  Cohen.  Madam  Chairman,  let  me  start  with  the  pattern  set 
by  my  colleagues  and  let  you  know  that  I  am  a  native  of  Kansas 
City;  my  mother  still  receives  her  care  from  doctors  and  nurses 
trained  at  KU,  so  I  feel  a  linkage. 

I  am  pleased  to  be  here,  Madam  Chairman.  I  am  Jordan  J. 
Cohen,  president  of  the  Association  of  American  Medical  Colleges, 
an  association  that  represents  the  Nation's  medical  schools,  major 
teaching  hospitals,  and  medical  students  and  residents  in  training. 
I  appreciate  very  much  the  opportunity  to  be  here  before  you  today. 
I  have  submitted  a  written  statement  for  the  record,  and  I  will 
summarize  only  briefly  the  points  in  that  statement. 
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The  Association  supports  your  overall  approach  toward  reauthor- 
ization of  Titles  VII  and  VIII,  Madam  Chairman.  We  have  a  few 
concerns  that  I  will  address  before  concluding  my  statement  today. 

Academic  medicine  clearly  has  an  obligation  to  graduate  physi- 
cians educated  and  qualified  to  promote  the  health  of  the  public. 
To  this  end,  the  Association  and  its  member  institutions  have  em- 
barked recently  on  two  major  initiatives  that  correspond  with  the 

goals  of  Title  VII— the  Association's  Project  3000  by  2000,  which 
►r.  Frist  has  already  alluded  to,  and  its  Generalist  Physician  Task 
Force. 

Project  3000  by  2000  was  launched  by  the  Association  in  1991  to 
help  remedy  the  underrepresentation  of  minorities  in  U.S.  medical 
schools  and  in  the  physician  work  force.  The  project  was  created  to 
double  the  number  of  underrepresented  minority  students  entering 
medical  school  each  year,  by  the  year  2000,  to  the  level  of  3,000 
matriculants  that  year  and  thereafter. 

Through  establishing  a  national  network  of  community  partner- 
ships with  colleges  and  local  school  systems,  we  are  confident  that 
we  can  increase  dramatically  the  number  of  young  minority  stu- 
dents who  eventually  become  successful  applicants  to  medical 
schools  and  other  health  sciences  programs. 

Medical  schools  are  responding  positively  to  the  Project  3000  by 
2000  challenge.  Since  1991,  the  number  of  underrepresented  mi- 
nority students  entering  first-year  medical  school  classes  has  in- 
creased by  27  percent,  putting  us  right  on  target  for  achieving  our 
goal  by  the  year  2000. 

On  the  issue  of  primary  care,  the  committee  is  well  aware  of  the 
downward  trend  over  the  past  three  decades  in  the  number  of  prac- 
ticing generalist  physicians  as  a  fraction  of  the  total  physician 
work  force.  To  help  reverse  this  alarming  decline,  early  in  1992, 
the  Association  appointed  a  Generalist  Physician  Task  Force 
charged  with  developing  a  policy  statement  for  the  Association  and 
with  recommending  an  action  agenda  to  promote  generalism. 

Our  efforts,  which  are  discussed  more  fully  in  my  written  state- 
ment, are  beginning  to  produce  very  positive  results.  Graduates  se- 
lecting residency  programs  in  family  practice,  general  internal 
medicine,  and  general  pediatrics  rose  in  1994  for  the  second 
straight  year,  and  now  stands  at  22.8  percent  of  graduating  sen- 
iors, an  increase  of  more  than  8  percentage  points  in  the  brief  span 
of  2  years. 

I  just  might  add  that  next  week,  the  match  results  for  this  cur- 
rent class  of  graduating  seniors  will  be  announced,  and  we  are  in- 
formed that  there  will  be  another  significant  increase  in  the  num- 
ber of  our  graduating  seniors  who  are  electing  careers  in  these  gen- 
eralist fields. 

Madam  Chairman,  the  Association  supports  the  general  tenor  of 
your  reauthorization  proposal.  However,  I  would  like  to  highlight 
a  few  particular  concerns  and  suggestions  we  have  for  the  proposal 
as  you  have  outlined  it. 

First,  the  Association  would  like  to  see  the  creation  of  an  avenue 
through  which  the  health  professions  community  can  collaborate 
with  the  Federal  Government  in  determining  how  best  to  allocate 
the  limited  resources  available  within  Title  VII  and  VIII  program 
clusters. 
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Second,  we  believe  preferences  for  issuing  Title  VII  and  VIII 
grants  and  contracts  should  recognize  the  need  not  only  to  reward 
institutions  that  have  already  been  successful,  but  should  as  well 
support  institutions  and  programs  that  have  made  a  commitment 
to  address  the  problems  of  supply  and  distribution  within  the 
health  work  force,  but  still  need  assistance  in  fulfilling  those  objec- 
tives. 

Third,  we  hope  your  legislation  will  encourage  cooperation  be- 
tween the  generalist  specialties  and  will  incorporate  preferences 
that  do  not  place  any  of  the  three  generalist  specialties — that  is, 
general  internal  medicine,  general  pediatrics,  and  family  practice — 
at  an  inherent  disadvantage  one  with  the  other. 

Fourth,  the  Association  continues  to  oppose  attaching  service 
commitments  to  Title  VII  need-based  scholarship  programs.  We  be- 
lieve students  from  disadvantaged  backgrounds  should  not  be  de- 
prived of  an  opportunity  to  make  an  informed  and  mature  career 
decision  based  on  their  particular  talents  and  aspirations  just  be- 
cause they  need  scholarship  assistance.  All  fields  of  medicine  re- 
quire the  attributes  of  the  minority  community  to  enlarge  their 
agendas. 

Finally,  I  would  like  to  touch  on  the  proposed  reauthorization  of 
the  Council  on  Graduate  Medical  Education,  or  COGME.  The  Asso- 
ciation strongly  supports  the  existence  of  a  national  mechanism  for 
monitoring  physician  supply  by  specialty  and  by  geographic  loca- 
tion and  is  eager  to  cooperate  with  appropriate  efforts  to  refine  the 
signals  being  sent  about  future  work  force  needs  to  participants  in 
the  health  care  marketplace.  Although  the  COGME  represents  an 
extremely  useful  start  along  the  right  path,  the  Association  has 
some  concerns  about  the  organizational  structure  of  the  council  and 
the  level  of  support  provided  to  it. 

Notwithstanding  these  points.  Madam  Chair,  the  Association  is 
supportive  of  the  overall  thrust  of  your  proposal  and  looks  forward 
to  working  with  members  of  this  committee  in  reauthorizing  Titles 
VII  and  VIII  and  resolving  our  few  points  of  concern. 

I  thank  you  for  the  opportunity  to  testify  and  for  your  leadership 
on  this  issue,  and  I  would  be  pleased  to  answer  any  questions  you 
or  the  committee  might  have. 

The  Chairman.  Thank  you,  Dr.  Cohen. 

[The  prepared  statement  of  Dr.  Cohen  follows:] 

Prepared  Statement  of  Dr.  Jordan  J.  Cohen 

Good  morning,  Chairwoman  Kassebaum  and  Members  of  the  Committee.  Thank 
you  for  inviting  me  to  present  the  views  of  the  Association  of  American  Medical  Col- 
leges as  you  consider  reauthorization  of  Titles  VII  and  VIII  of  the  Public  Health 
Service  Act.  I  am  Jordan  J.  Cohen,  M.D.,  president  of  the  AAMC,  which  represents 
the  126  accredited  United  States  medical  schools,  nearly  400  major  teaching  hos- 

Sitals,  over  90  academic  and  professional  societies,  and  the  nation's  medical  stu- 
ents  and  residents  in  training. 

The  Association  commends  you,  Senator  Kassebaum,  for  holding  this  hearing  on 
the  reauthorization  of  Titles  VII  and  VIII.  As  you  know,  Titles  VII  and  VIII  of  the 
Public  Health  Service  Act  authorize  the  only  federal  programs  specifically  designed 
to  assist  health  professions  institutions  and  programs  in  tnree  key  areas: 

— promoting  the  education  of  generalist  physicians  and  other  essential  health  pro- 
fessionals, 

— enhancing  the  supply  of  these  health  professionals  in  rural  and  medically  un- 
derserved  areas,  and 
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— contributing  to  diversity  in  the  health  workforce  by  increasing  the  representa- 
tion of  minorities  and  individuals  from  disadvantaged  backgrounds  in  the  health 
professions. 

As  we  in  the  health  professions  community  strive  to  accomplish  these  missions, 
Titles  VII  and  VIII  can  continue  to  offer  the  critical  support  our  community  needs 
to  fulfill  its  social  responsibilities.  The  Association  supports  your  overall  approach 
toward  reauthorization  of  these  important  programs,  Senator,  but  we  have  a  few 
concerns  which  I  will  address  before  concluding  my  statement  today. 

Academic  medicine  has  a  clear  obligation  to  graduate  physicians  educated  and 
qualified  to  promote  the  health  of  the  public,  a  goal  embodiea  in  the  Title  VII  legis- 
lation. To  this  end,  the  Association  of  American  Medical  Colleges  and  its  member 
institutions  have  embarked  recently  on  two  major  initiatives,  both  of  which  are  al- 
ready beginning  to  show  positive  results.  These  projects  are  the  Association's  Project 
3000  by  2000  and  its  Generalist  Physician  Task  Force. 

Project  3000  by  2000  was  launched  by  the  Association  in  1991  to  remedy  the 
underrepresentation  of  blacks,  American  Indians,  Mexican-Americans,  and  main- 
land Puerto  Ricans  in  U.S.  medical  schools  and  the  physician  workforce.  The  goal 
of  Project  3000  by  2000  is  to  increase  the  number  of  underrepresented  minority  stu- 
dents entering  medical  school  each  year  to  3,000  by  the  year  2000,  a  doubling  of 
the  number  of  minority  matriculants  over  the  course  of  the  decade.  Under  the  ban- 
ner of  this  initiative,  the  AAMC  has  set  out  to  create  a  national  network  of  commu- 
nity partnerships  comprising  schools  of  medicine,  affiliated  teaching  hospitals,  other 
health  professions  institutions,  colleges,  and  elementary  and  secondary  school  sys- 
tems. We  are  confident  that  this  network  will  dramatically  increase  the  number  of 
young  minority  students  who  eventually  become  successful  applicants  to  medical 
schools  and  other  health  science  programs. 

Medical  schools  are  responding  positively  to  the  Project  3000  by  2000  challenge. 
By  1994,  the  third  year  of  the  program,  over  half  of  all  U.S.  medical  schools  re- 
ported that  they  had  comprehensive  Project  3000  by  2000  implementation  strategies 
m  place.  Since  1991,  the  number  of  underrepresented  minority  students  entering 
first-year  medical  school  classes  has  increased  27  percent,  from  1,584  to  2,014  stu- 
dents. This  increase  puts  us  right  on  target  for  achieving  our  ambitious  goal,  and 
we  are  convinced  we  can  do  it  with  everyone's  help.  I  have  attached  the  Project  3000 
by  2000  Year  Three  Progress  Report  for  the  record  as  Appendix  A. 

In  addition  to  recognizing  minority  underrepresentation  in  the  health  professions, 
this  Committee  is  also  well  aware  of  the  downward  trend  over  the  past  three  dec- 
ades in  the  numbers  of  practicing  generalist  physicians.  During  the  1980s,  the  de- 
clining interest  of  medical  students  in  pursuing  careers  in  family  medicine,  general 
internal  medicine,  and  general  pediatrics  was  especially  pronounced.  The  percentage 
of  graduating  senior  medical  students  planning  certification  in  the  generalist  spe- 
cialties fell  from  34.1  percent  in  1983  to  a  low  of  14.6  percent  in  1992. 

To  reverse  this  alarming  decline,  early  in  1992  the  Association  appointed  a  Gener- 
alist Physician  Task  Force  charged  with  developing  a  policy  statement  for  the  Asso- 
ciation and  with  recommending  an  action  agenda  to  promote  generalism.  The  AAMC 
formally  adopted  a  policy  position  in  October  1992  advocating  an  overall  national 
goal  that  a  majority  of  graduating  medical  students  be  committed  to  generalist  ca- 
reers (family  medicine,  general  internal  medicine,  or  general  pediatrics)  and  that 
appropriate  efforts  be  made  by  all  schools  to  meet  this  goal  within  the  shortest  pos- 
siole  time.  The  Generalist  Physician  Task  Force  also  set  forth  a  variety  of  rec- 
ommended strategies  for  promoting  generalism  aimed  at  schools  of  medicine,  grad- 
uate medical  education,  the  practice  environment,  and  the  Association  itself.  I  nave 
attached  the  AAMC  Policy  on  the  Generalist  Physician  for  the  record  as  Appendix 
B. 

In  response  to  the  Task  Force's  recommendations,  the  Association  established  the 
Office  01  Generalist  Physician  Programs  to  lead  our  nationwide  efibrt  to  assist  the 
medical  education  community  in  achieving  this  objective.  The  Office  serves  as  a  re- 
source to  AAMC  member  institutions  by  providing  information  about  institutional 
generalist  initiatives,  model  programs,  and  federal  and  state  policies.  The  Office  also 
coordinated  the  first-ever  National  Primary  Care  Day  on  September  29,  1994,  a  na- 
tionwide event  co-sponsored  with  nine  medical  student  organizations.  On  National 
Primary  Care  Day,  medical  schools  across  the  country  held  day-long  programs  high- 
lighting careers  in  primary  care  to  spark  the  interest  of  medical  students  in  general- 
ist medicine. 

Our  efforts  to  promote  generalism  have  already  produced  results  and  will  enable 
us  to  build  on  the  recent  upswing  in  graduating  medical  students'  interest  in  the 
generalist  specialties.  Graduates'  selection  of  residency  programs  in  familv  practice, 
general  internal  medicine,  and  general  pediatrics  rose  in  1994  for  the  second 
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straight  year,  and  now  stands  at  22.8  percent  of  graduating  seniors,  an  increase  of 
more  than  8  percentage  points  since  1992. 

Recognizing  the  importance  of  Title  VII  to  medical  students  and  the  efforts  of 
medical  educators,  the  Task  Force  also  recommended  that  the  AAMC  continue  its 
advocacy  for  adequate  funding  for  Title  VII  programs.  The  Association's  Project  3000 
by  2000  and  generalist  physician  initiatives  are  among  the  many  endeavors  of  aca- 
demic medicine  that  have  been  supported  in  part  by  Title  VII  funding.  My  col- 
leagues on  this  panel  and  I  are  certain  that  the  problems  of  supply,  distribution, 
ana  minority  underrepresentation  in  the  current  health  workforce  would  been  even 
greater  than  they  are  today  were  it  not  for  the  support  offered  by  Titles  VII  and 

The  successes  fostered  by  Titles  VII  and  VIII  are  noteworthy.  For  instance,  the 
number  of  medical  schools  with  clinical  departments  of  family  medicine  grew  from 
fewer  than  10  in  1970  to  nearly  80  by  1977,  a  growth  that  can  be  attributed  in  large 
part  to  Title  VII  grants  authorized  in  1972  for  the  creation  of  family-medicine  (k- 
partments.  From  1972  through  1977,  the  federal  investment  in  these  grants  totalled 
just  $13  million.  Currently,  106  of  the  124  accredited  four-year  medical  schools  have 
departments  of  family  medicine. 

Title  VII  continues  to  play  a  major  role  in  the  undergraduate  and  graduate  medi- 
cal education  of  today's  generalists.  For  instance.  Title  VII  grants  have  supported 
a  25-percent  increase  in  the  number  of  divisions  of  general  pediatrics  within  aca- 
demic departm.ents  of  pediatrics  over  the  last  ten  years.  In  addition,  Title  VII  has 
supportea  the  development  of  31  new  general  internal  medicine  residency  programs 
since  1990,  an  increase  of  26  percent  over  four  years.  The  net  result  of  these  pro- 
grams has  been  a  virtual  transformation  in  the  opportunities  available  to  medical 
students  interested  in  pursuing  generalist  careers. 

The  Area  Health  Education  Centers  (AHEC)  program  is  another  Title  VII  success 
story.  Established  in  1972,  the  AHEC  program  extends  federal  support  to  schools 
of  medicine  for  the  formation  of  partnerships  between  health  sciences  centers  and 
health  care  delivery  systems  in  medically  underserved  communities.  Most  AHEC 
programs  sponsor  multiple  centers  throughout  a  region  or  state  that  promote  health 
improvement  and  disease  prevention  and  deliver  primary  health  care  services  to 
local  communities.  At  the  same  time,  these  AHECs  provide  health  professions  insti- 
tutions with  sites  for  collaborative,  interdisciplinary,  community -based  educational 
experiences  for  health  professionals,  students,  and  residents.  More  than  1.5  million 
health  professional  students  have  trained  at  AHEC  sites  during  the  program's  23 
years  oi  existence. 

After  an  initial  period  of  federal  support,  AHEC  projects  are  expected  to  continue 
operating  using  state,  institutional,  and  other  non-federal  assistance.  In  1993,  37 
AHEC  programs  were  active  in  a  national  network  crossing  35  states.  These  pro- 
grams are  able  to  continue  and  to  flourish  by  leveraging  federal  funds;  they  have 
succeeded  in  attracting  four  dollars  in  state  and  local  matching  funds  for  every  dol- 
lar of  federal  investment. 

The  Title  VII  Area  Health  Education  Centers  program  clearly  exemplifies  the 
synergies  possible  in  well-crafted  federal-state  and  public-private  partnerships.  In 
my  view,  medical  schools  have  done  an  outstanding  job  of  operating  AHEC  pro- 
grams, and  we  look  forward  to  continuing  these  collaborations  with  federal  and 
state  government.  As  you  consider  reauthorization  of  Titles  VII  and  VIII,  we  hope 
you  wul  maintain  this  successful  arrangement  in  its  present  form. 

Madam  Chairwoman,  the  AAMC  supports  the  general  tenor  of  the  reauthorization 
proposal  you  have  outlined.  Your  proposal  would  instill  flexibility  in  the  capacity  of 
the  federal  government  and  the  health  professions  community  to  address  public 
health  needs.  Moreover,  the  proposal  would  simplify  the  processes  of  grant  applica- 
tion and  issuance  and  enable  the  federal  government  to  administer  the  Titles  VII 
and  VIII  programs  with  greater  efficiency. 

Your  proposal  would  consolidate  the  more  than  30  categorical  Titles  VII  and  VIII 
programs  into  six  new  authorities: 

— primary  care  and  preventive  medicine  training, 

— minority  and  disadvantaged  training, 

— community -based  training  in  underserved  areas, 

— consolidated  financial  assistance  and  other  loan  programs, 

— nursing  workforce  development,  and 

— health  professions  workforce  development. 

By  eliminating  many  of  the  prescriptive  limitations  in  the  various  categorical 
grant  programs,  the  proposal  should  enhance  the  ability  of  health  professions  insti- 
tutions and  programs  to  design  new  and  innovative  programs  that  correspond  to  the 
health  needs  of  the  public.  In  addition,  the  emphasis  on  outcomes  evaluation  should 
help  ensure  that  programs  operate  in  accordance  with  national  and  loc^l  priorities 
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and  that  the  federal  government  is  receiving  a  proper  return  on  its  investments.  We 
hope  the  legislation  will  direct  the  Health  Resources  and  Services  Administration, 
which  oversees  the  Titles  VII  and  VIII  programs,  to  provide  proper  guidelines  and 
support  for  institutions  and  programs  in  the  evaluation  process. 

Although  the  Association  supports  the  Chairwoman's  efforts  and  leadership,  we 
do  have  some  concerns  with  the  proposal  as  currently  outlined.  First,  the  Associa- 
tion believes  the  health  professions  community  can  contribute  constructively  to  the 
setting  of  national  workforce  priorities.  Although  the  proposal  would  maintain  the 
participation  of  individuals  from  outside  the  federal  government  in  the  review  of  in- 
dividual grant  applications,  the  proposal  does  not  offer  health  professions  associa- 
tions, institutions,  or  programs  the  opportunity  to  participate  in  decisions  about 
what  types  of  initiatives  should  be  supported  and  at  what  levels  within  each  cluster. 
We  support  providing  the  health  professions  community  with  an  avenue  to  collabo- 
rate with  the  federal  government  in  determining  how  best  to  allocate  the  limited 
resources  available  under  Titles  VII  and  VIII. 

The  proposal  also  confers  funding  preference  in  some  program  clusters  upon  appli- 
cants who,  for  instance,  have  successfully  placed  a  high  percentage  of  graduates  in 
primary  care  practice  or  in  medically  underserved  areas.  These  institutions  and  pro- 
grams should  be  rewarded  for  and  encouraged  to  continue  their  efforts.  However, 
we  believe  Titles  VII  and  VIII  can  and  should  be  a  mechanism  to  foster  change.  To 
achieve  this  end,  Titles  VII  and  VIII  grants  and  contracts  should  also  be  made 
available  to  those  institutions  and  programs  that  have  made  a  commitment  to  ad- 
dress the  problems  of  supply  and  distribution  within  the  health  workforce  and  need 
assistance  in  fulfilling  their  objectives. 

We  are  pleased  that  your  proposal  recognizes  the  importance  of  all  three  general- 
ist  medical  specialties — family  medicine,  general  internal  medicine,  and  general  pe- 
diatrics— in  the  provision  of  primary  health  care.  We  hope  the  legislation  will  en- 
courage cooperation,  rather  than  competition,  between  the  generalist  specialties.  In 
particular,  we  urge  you  to  design  preferences  for  awarding  grants  to  generalist  resi- 
dency programs  and  administrative  units  that  do  not  place  any  of  the  three  general- 
ist specialists  at  an  inherent  disadvantage. 

The  Association  is  also  concerned  by  the  proposal  to  consolidate  the  three  Title 
VII  scholarship  programs  for  disadvantaged  minority  and  financially  needy  students 
(the  Exceptional  Financial  Need  scholarship,  Financial  Assistance  for  Disadvan- 
taged Health  Professions  Students  scholarship,  and  Scholarships  for  Disadvantaged 
Students  programs)  into  one  scholarship  program  that  requires  recipients  to  enter 
into  commitments  similar  to  those  required  by  the  National  Health  Service  Corps. 
Although  we  have  strongly  supported  the  National  Health  Service  Corps  since  its 
inception,  we  continue  to  oppose  attaching  any  service  commitments  to  the  Title  VII 
need-based  scholarship  programs.  Awards  based  on  need  should  provide  access  to 
health  professions  education  to  students  from  economically  and  educationally  dis- 
advantaged backgrounds,  not  direct  these  students  into  particular  careers  or  areas. 

The  AAMC  and  its  member  institutions  continue  to  oppose  strongly  any  legisla- 
tion that  requires  disadvantaged  students  to  make  a  premature  commitment  to  a 
medical  specialty  to  qualify  for  need-based  student  financial  assistance.  We  believe 
students  from  minority  or  disadvantaged  backgrounds  should  not  be  deprived  of  an 
opportunity  to  make  an  informed  and  mature  career  decision  based  on  their  particu- 
lar talents  and  aspirations  just  because  they  need  scholarship  assistance.  The  Asso- 
ciation fears  that  many  well-intentioned  matriculants  will  enroll  in  service-con- 
nected scholarship  programs  to  receive  this  important  financial  aid,  only  to  find 
later  that  their  aptitudes  are  better  suited  to  another  area  of  medicine. 

Although  the  Association  and  its  member  institutions  acknowledge  the  need  to 
produce  more  generalist  physicians,  we  are  also  dedicated  to  fulfilling  our  mission 
to  educate  more  physicians  from  disadvantaged  backgrounds,  especially 
underrepresented  minorities,  in  all  of  the  medical  specialties.  Virtually  every  minor- 
ity population  in  this  country  is  underrepresented  in  each  facet  of  medicine,  includ- 
ing research  and  teaching.  By  channeling  disadvantaged  minority  students  into  the 
primary-care  specialties,  the  proposal  risks  exacerbating  the  shortages  of  minority 
physicians  in  other  areas  where  their  talents  are  sorely  needed  as  well. 

Notwithstanding  our  particular  concerns,  the  Association  remains  supportive  of 
the  overall  thrust,  of  this  oroposal.  We  look  forward  to  working  with  the  members 
of  this  Committee  in  reauthorizing  Titles  VII  and  VIII,  and  hope  to  have  the  oppor- 
tunity to  discuss  with  you  further  the  few  points  of  concern  I  have  raised.  Thank 
you  again  for  the  opportunity  to  testify  and  for  your  leadership  on  this  issue, 
Madam  Chairwoman.  I  would  be  pleased  to  answer  any  of  the  committee's  ques- 
tions. 
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The  Chairman.  You  may  not  realize  it,  but  now  there  is  a  true, 
genuine  Kansan  sitting  on  your  right.  Dr.  Anderson  is  a  family 
physician  from  Wellington,  KS,  and  while  Dr.  Sullivan  is  a  trans- 
planted Kansan,  Dr.  Anderson  grew  up  there  and  has  provided  ex- 
traordinary leadership  in  the  medical  community,  not  only  Welling- 
ton, but  in  Kansas. 

Dr.  Anderson,  welcome  again. 

Dr.  Anderson.  Thank  you,  Senator,  and  other  members  of  the 
committee. 

The  Chairman.  I  do  not  want  you  to  think  I  have  stacked  this 
committee  testimony,  though.  [Laughter.] 

Dr.  Anderson.  Well,  we  know  that  Kansas  is  the  center  of  the 
universe. 

My  name  is  Larry  Anderson,  and  I  am  a  rural  family  phvsician 
from  Wellington,  here  today  representing  the  80,000  members  of 
the  American  Academy  of  Family  Physicians.  I  am  delighted  to 
have  this  opportunity  to  speak  about  an  issue  of  critical  importance 
to  our  organization  and  to  the  health  care  of  your  constituents — 
reauthorization  of  Title  VII  of  the  Public  Health  Service  Act. 

Before  I  go  further,  however,  let  me  commend  Chairperson 
Kassebaum  for  her  work  on  legislation  to  reauthorize  this  impor- 
tant law. 

This  country  suffers  from  a  severe  shortage  of  family  physicians 
and  other  primary  care  doctors.  This  shortage  has  existed  for  dec- 
ades, and  it  is  growing  worse.  For  example,  our  Nation  now  has 
2,492  federally-designated  primary  care  health  professions  shortage 
areas.  This  is  a  30  percent  increase  in  the  last  8  years,  despite  a 
simultaneous  increase  in  the  total  number  of  physicians. 

My  personal  experience  is  that  of  a  county  well-served  by  19  phy- 
sicians when  I  started  practice  in  1976,  but  now  critically  under- 
served,  with  only  nine  physicians  remaining  to  care  for  a  popu- 
lation of  29,000. 

Physician  overspecialization  is  a  large  factor  in  our  Nation's 
health  system  problems.  All  nations  which  provide  current  univer- 
sal access  to  health  care  use  systems  which  are  based  on  at  least 
50  percent  primary  care  physicians.  Our  work  force  is  made  up  of 
more  than  70  percent  subspecialists,  with  only  30  percent  in  pri- 
mary care  and  only  13  percent  total  in  family  practice/general  prac- 
tice. This  country  will  never  have  full  access  to  quality  health  care 
with  predictable  costs,  including  Government  health  cost,  until  the 
shortage  of  primary  care  physicians  is  resolved. 

Despite  this  Nation's  need  for  family  physicians,  the  market  de- 
mand outstrips  our  capacity  to  train  them.  Members  of  this  com- 
mittee need  to  know  that  the  marketplace,  which  is  clamoring  for 
family  doctors,  has  little  or  no  influence  over  the  medical  schools 
and  teaching  hospitals  that  train  physicians  because  there  is  no 
meaningful  connection.  Federal  dollars  allow  manv  of  these  train- 
ing institutions  to  remain  aloof  to  the  growing  needs  of  society. 

Medicare  support  of  graduate  medical  education  and  research 
funding  provided  by  NIH  are  heavily  biased  toward  the  production 
of  subspecialty  physicians  and  inpatient  care.  The  May  1994  GAO 
report  states  that  'TDarriers  to  primary  care  training  persist  in 
Medicare's  payment  method."  Again,  "barriers  to  primary  care 
training  persist  in  Medicare's  payment  method." 
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In  sharp  contrast,  however,  to  Medicare  GME  stands  Title  VII. 
Section  747  of  that  Act  is  the  only  Federal  program  that  provides 
targeted  funding  for  family  practice. 

The  Federal  investment  in  family  physician  training  has  paid  off 
handsomely.  Family  physicians  are  trained  in  ambulatory  settings, 
are  more  cost-effective,  are  distributed  in  urban  and  rural  areas  in 
the  same  proportion  as  the  U.S.  population  as  a  whole,  take  up 
practice  in  direct  primary  patient  care  and  are  able  to  handle  85 
to  90  percent  of  all  their  patients'  problems. 

The  Academy  has  had  the  opportunity  to  review  the  draft  legisla- 
tion on  health  professions.  We  believe  that  the  bill  will  improve  the 
supply  of  primary  care  physicians,  meet  health  care  needs  in  un- 
derserved  communities,  and  streamline  and  consolidate  Federal 
programs. 

We  strongly  support  the  provisions  in  the  legislation  making 
grants  and  contracts  to  develop,  operate,  expand  or  improve  depart- 
ments of  family  medicine  in  medical  schools.  Title  VII  grants  for 
establishing  departments  of  family  medicine  have  resulted  in  seven 
new  departments  in  the  past  3  years.  The  October  1994  GAO  re- 
port indicated  that  "students  who  attended  schools  with  family 
practice  departments  were  57  percent  more  likely  to  pursue  pri- 
mary care." 

Title  VII  also  encourages  medical  schools  to  create  required 
third-year  clerkships  in  family  medicine,  and  we  strongly  support 
this  required  third-year  training  experience. 

As  15  of  our  126  medical  schools  still  lack  departments  of  family 
medicine,  and  51  do  not  have  required  third-year  clerkships,  you 
can  see  there  is  still  much  left  to  do. 

Many  family  practice  residencies  would  not  be  in  existence  if  it 
were  not  for  Title  VII  support.  Continued  funding  will  be  needed 
to  promote  the  continued  growth  of  quality  residency  programs  and 
to  build  the  infrastructure  needed  to  identify  and  train  family  prac- 
tice faculty  to  fill  the  600  currently  vacant  academic  positions. 

The  Academy  is  enthusiastic  about  the  addition  of  preferences  for 
project  grants  based  on  outcomes  criteria  that  include  an  increased 
output  of  primary  care  providers  and  individuals  who  actually 
enter  practice  in  underserved  communities.  We  strongly  support 
targeting  of  scarce  Federal  resources  on  areas  of  greatest  need,  spe- 
cifically, primary  care  and  services  to  the  underserved. 

Title  VII  of  the  Public  Health  Service  Act  provides  the  foundation 
for  a  program  that  successfully  produces  family  physicians  who 
serve  both  rural  and  urban  populations  with  quality,  cost-effective 
health  care.  As  you  critically  review  Government  programs  for 
their  cost-effectiveness  and  overall  value,  Title  VII  is  a  program 
that  scores  high  on  both  fronts  because  it  works. 

Thank  you,  and  I  look  forward  to  your  questions. 

[The  prepared  statement  of  Dr.  Anderson  follows:] 

Prepared  Statement  of  Dr.  Barry  R.  Anderson 

My  name  is  Barry  R.  Anderson,  MD,  and  I  am  a  practicing  family  physician  from 
Wellington,  KS.  It  is  my  privilege  to  serve  on  the  Board  of  Directors  of  the  American 
Academy  of  Family  Physicians  and  as  chair  of  the  Academ/s  Commission  on  Edu- 
cation. On  behalf  of  the  Academy's  80,000  members,  I  am  delighted  to  speak  with 
you  this  morning  about  an  issue  of  critical  importance  to  our  oi^anization  and  to 
the  health  care  of  your  constituents,  reauthorization  of  Title  VII  of  the  Public 
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Health  Service  Act.  Before  I  begin  my  testimony,  let  me  commend  Chairperson 
Kassebaum  for  her  work  on  legislation  to  reauthorize  this  important  law.  We  deeply 
appreciate  your  interest  and  look  forward  to  continued  collaborative  efforts.  My  tes- 
timony will  discuss  the  importance  of  Title  VII,  as  well  as  describe  how  successful 
this  program  has  been. 

FAMILY  PRACTICE  TRAINING 

By  whatever  measure  you  might  employ,  this  country  suffers  from  a  severe  short- 
age of  family  physicians  and  other  primary  care  doctors.  The  shortage  of  primary 
care  physicians  has  existed  for  decades,  ancl  it  is  growing  steadily  worse. 

For  example,  since  1986  the  number  of  federally  designated  primary  care  health 
professions  shortage  areas  has  increased  from  1,949  to  2,492,  and  the  number  of  pri- 
mary care  physicians  needed  to  eliminate  these  shortages  has  grown  from  4,314  to 
4,677.  This  has  occurred  despite  a  large  increase  in  the  overall  number  of  physi- 
cians. Mv  personal  experience  is  that  of  a  county  well-served  by  19  physicians  when 
I  started,  practice  in  1976,  but  now  critically  underserving  a  population  of  29,000. 

Among  community  health  centers,  which  rely  heavily  on  primary  care  physicians, 
52  percent  report  difficulty  recruiting  physicians.  And,  managed  care  organizations, 
which  are  mostly  urban  based  and  aggressively  recruit  family  physicians,  43  percent 
of  salaried  and  29  percent  of  capitated  plans  report  that  it  takes  almost  one  year 
to  recruit  a  new  primary  care  physician. 

Of  additional  concern  is  that  the  U.S.  population  65  years  of  age  and  older  will 
rise  about  2  percent  per  year  between  now  and  the  year  2020.  These  individuals 
will  require  a  wide  range  of  health  care  services,  including  preventive,  primary, 
long-term,  rehabilitative  and  hospice  care.  Delivering  these  services  will  require  a 
substantial  increase  in  the  number  of  family  physicians. 

The  shortage  of  family  physicians  is  not  due  to  an  inadequate  number  of  physi- 
cians, but,  rather,  to  the  overspecialization  of  the  American  physician  workforce. 
Overspecialization  is  a  large  contributor  to  our  nation's  health  care  problems.  Any 
attempt  to  control  costs  and  maintain  quality  in  the  American  health  care  system 
will  be  frustrated  by  the  shortage  of  primary  care  physicians.  While  in  most  coun- 
tries at  least  50  percent  of  physicians  are  in  primary  care  (family  physicians,  gen- 
eral internists  and  general  pediatricians),  the  U.S.  physician  workforce  is  made  up 
of  more  than  70  percent  subspecialists  and  only  30  percent  primary  care  physicians. 
Family  physicians/general  practitioners  make  up  only  13  percent  of  the  total.  The 
Physician  Payment  Review  Commission,  Council  on  Graduate  Medical  Education, 
American  Medical  Association  and  Association  of  American  Medical  Colleges  all  ad- 
vocate increasing  the  supply  of  generalist  physicians.  We  will  never  improve  access 
and  get  health  care  costs  under  control,  including  government  health  care  costs, 
until  the  shortage  of  primary  care  physicians  is  addressed. 

The  most  compelling  evidence  for  the  shortage  of  family  physicians  is  not  so  much 
in  the  findings  of  expert  panels  as  in  the  marketplace  itself.  Primary  care  is  the 
marketplace's  answer  to  our  nation's  cost,  quality,  and  access  problems.  The  demand 
for  family  physicians  in  the  market  overwhelms  our  ability  to  train  family  physi- 
cians. Family  practice  residents  receive  typically  hundreds  of  unsolicited  job  offers. 
Yet,  the  gap  between  supply  and  demancl  grows  steadily.  We  are  unable  to  see  fur- 
ther improvements  in  the  efficiency  of  health  care  delivery  because  this  nation's  pri- 
mary care  capacity  is  so  underdeveloped. 

It  is  essential  for  the  members  of  this  committee  to  recognize  that  the  "market- 
place," which  is  clamoring  for  family  physicians  has  little  or  no  influence  over  the 
medical  schools  and  teaching  hospitals  that  train  physicians.  Our  academic  medical 
centers  have  remained  largely  unresponsive  to  the  shortage  of  family  physicians  be- 
cause there  is  no  meaningful  connection  between  them  and  the  market  for  health 
care  services.  Federal  government  support  allows  most  of  these  training  institutions 
to  remain  aloof  to  the  growing  needs  oi  society. 

Medicare's  support  of  graduate  medical  education  and  extramural  research  fund- 
ing provided  by  the  National  Institutes  of  Health  are  heavily  biased  toward  the  pro- 
duction of  subspecialty  physicians  and  inpatient  care.  Over  $6  billion  in  Medicare 
GME  payments  go  exclusively  to  hospitals,  where  subspecialist  physicians  receive 
most  of  their  training,  rather  than  to  ambulatory  care  sites,  such  as  clinics  and  of- 
fices, where  family  physicians  receive  much  of  their  training.  This  continues  to  occur 
despite  the  fact  that  more  and  more  and  more  care  is  delivered  outside  the  hospital. 
A  May,  1994  General  Accounting  Office  (GAO)  report  reiterated  that  'Taarriers  to 
primary  care  training  persist  in  Medicare's  payment  method." 

In  sharp  contrast  to  Medicare  GME  stands  Title  VII  of  the  Public  Health  Service 
Act.  Section  747  of  that  Act  is  the  only  federal  program  that  provides  targeted  fund- 
ing through  grants  for  residency  training,  establishing  and  maintaining  depart- 
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ments  of  family  medicine,  predoctoral  programs,  and  faculty  development  Section 
747  is  currently  authored  at  $54  million  and  received  an  appropriation  of  $47  mil- 
lion in  FY  1995.  Many  family  practice  residency  programs  would  not  exist  today  if 
it  were  not  for  the  availability  of  the  Title  VII  funds.  Until  Medicare  GME  funcQng 
changes  occur,  family  practice  residency  programs  and  medical  school  departments 
of  family  medicine  will  remain  highly  dependent  on  grants  from  Title  VII. 

DATA  AND  OUTCOMES  THAT  PROVE  TITLE  VII  WORKS 

The  federal  investment  in  family  physician  training  has  paid  off  handsomely. 
Family  physicians  are  trained  in  ambulatory  settings  and  go  on  to  provide  ambula- 
tory care,  which  is  the  type  of  care  that  people  need  most.  Studies  snow  that  gener- 
alist  physicians  are  more  cost-effective  due  to  their  prudent  use  of  hospital  services, 
tests  and  procedures.  Furthermore,  family  physicians  are  distributed  in  urban  and 
rural  areas  in  the  same  proportion  as  the  U.S.  population  as  a  whole — unlike  any 
other  physician  specialty.  Also  unlike  any  other  specialty,  virtually  all  physicians 
who  complete  family  practice  residency  tag  take  up  practice  in  direct  primary  pa- 
tient care  and  are  aole  to  handle  85-90  percent  of  their  patients'  problems. 

Title  VII  has  improved  the  supply  of  primary  care  physicians  in  several  important 
ways. 

FAMILY  MEDICINE  DEPARTMENTS 

Title  VII  grants  for  establishing  departments  of  family  medicine  in  medical 
schools  have  resulted  in  seven  new  departments  in  the  past  three  years.  An  October, 
1994  GAO  report  indicated  that  "students  who  attended  schools  with  family  practice 
departments  were  57  percent  more  likely  to  pursue  primary  care."  The  same  report 
indicated  that  "students  attending  medical  schools  with  more  highly  funded  family 

f>ractice  departments  were  18  percent  more  likely  to  pursue  primary  care."  However, 
ifteen  of  the  nation's  126  medical  schools  still  do  not  have  departments  of  family 
medicine.  Title  VII  dollars  are  crucial  to  establishing  these  family  practice  depart- 
ments. 

PREDOCTORAL  PROGRAMS 

Funding  for  predoctoral  programs — third-year  medical  school  clerkships  in  which 
students  learn  primary  care  clinical  skills — under  Title  VII  encourages  medical 
schools  to  create  required  third-year  clerkships  in  family  medicine.  Requiring  a 
third-year  clerkship  of  more  than  four  weeks  duration  results  in  15.6  percent  of  a 
school's  graduates  choosing  careers  in  family  practice,  compared  to  6.9  percent  of 
the  graduates  of  schools  without  required  third-year  clerkships.  Moreover,  the  Octo- 
ber, 1994  GAO  report  indicated  that  "students  who  attended  schools  requiring  a 
third-year  family  practice  clerkship  were  18  percent  more  likely  to  pursue  primary 
care."  However,  fifty-one  of  the  nation's  126  medical  schools  still  do  not  have  re- 
quired third-year  clerkships  in  family  medicine.  Because  so  many  medical  schools 
still  do  not  have  required  third-clerkships  in  family  medicine,  establishing  required 
clerkships  in  all  medical  schools  is  the  single,  most  effective  action  that  can  be 
taken  to  increase  the  number  of  graduates  entering  primary  care  careers. 

FACULTY  DEVELOPMENT 

Faculty  development  funding  under  Title  VII  is  essential  to  address  a  severe 
shortage  of  faculty  for  family  practice  residency  programs  and  medical  school  de- 
partments of  family  medicine.  The  success  of  family  practice  residencies  in  placing 
graduates  in  primary  care  practice  settings  has  had  the  unintended  consequence  oT 
creating  a  shortage  of  family  practice  faculty.  There  are  nearly  600  vacancies  at 
present.  Seventy  percent  of  residency  programs  have  at  least  one  faculty  position 
unfilled.  Currently  18  residency  program  director  positions  are  vacant  and  another 
eight  are  anticipated  in  the  next  two  years.  In  addition,  approximately  20  to  30  de- 
partment chair  positions  are  vacant.  Faculty  development  funding  must  be  ex- 
panded to  meet  training  needs  as  they  currently  exist. 

DRAFr  LEGISLATION  ON  HEALTH  PROFESSIONS 

The  Academy  has  had  the  opportunity  to  review  the  draft  legislation  on  health 
professions.  We  believe  that  Chairperson  Kassebaum's  bill  will  make  a  substantial 
contribution  toward  meeting  the  nation's  need  for  primary  care  physicians.  The  pri- 
mary purposes  of  the  legislation  are  to  improve  the  supply  of  primary  care  physi- 
cians, to  meet  health  care  needs  in  underserved  communities,  and  to  streamline  and 
consolidate  federal  programs.  We  strongly  support  the  bill's  increased  flexibility  and 
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the  explicit  targeting  of  scarce  federal  resources  on  areas  of  greatest  need,  specifi- 
cally primary  care  and  services  to  the  underserved. 

As  you  know,  the  legislation  is  divided  into  seven  sections:  primary  care  and  pre- 
ventive medicine  training;  minority  and  disadvantaged  trainmg;  community-based 
training  in  underserved  areas;  consolidated  student  assistance;  nursing  workforce 
development;  other  priority  health  professions  training  projects;  and  a  variety  of 
other  provisions  from  last  year's  Minority  Health  Improvement  Act  Conference  Re- 
port. 

As  a  general  comment,  the  Academy  is  particularly  enthusiastic  about  the  inclu- 
sion of  preferences  for  project  grants  based  on  outcomes  criteria  that  include  an  in- 
creased output  of  primary  care  providers  and  individuals  who  actually  enter  practice 
in  underserved  communities.  To  the  extent  that  limited  federal  funding  is  available 
to  commit  to  these  educational  initiatives,  these  criteria  are  not  only  appropriate, 
they  are  essential  to  ensure  that  the  overarching  federal  policy  objectives  are  met. 
The  General  Accounting  Office  has  noted  that  absent  information  about  the  actual 
output  of  these  programs,  it  has  been  impossible  to  evaluate  program  success,  much 
less  to  enforce  accountabilitv  relative  to  program  goals.  In  addition,  the  Academy 
supports  the  increased  flexibility  built  into  the  proposed  legislation.  We  believe  it 
important  for  the  Secretary  to  be  able  to  target  scarce  federal  resources  on  areas 
of  greatest  need. 

REQUIREMENTS  IN  THE  DRAFT  LEGISLATION  ON  PRIMARY  CARE 
family    medicine    departments    and    residency  programs 

Of  particular  interest  to  family  practice  under  the  legislation  are  the  provisions 
making  grants  and  contracts  to  "develop,  operate,  expand,  or  improve"  departments 
or  academic  administrative  units  of  family  medicine,  general  internal  medicine,  and 
general  pediatrics.  As  noted  above,  grants  for  establishing  departments  of  family 
medicine  in  medical  schools  have  resulted  in  seven  new  departments  in  the  past 
three  years. 

The  Academy  supports  the  funding  preferences  in  the  bill  for  programs  with  the 
"highest  percentage  of  providers  that  enter  primary  care  practice  on  the  completion 
of  training,"  and  for  "programs  which  successfully  produce  professionals  who  go  on 
to  provide  service  in  underserved  areas." 

faculty  development 

In  terms  of  faculty  development  under  the  legislation,  the  Secretary  is  given  the 
authoritv  to  determine  the  projects  to  fund  based  on  "national  and  state  workforce 
goals."  As  noted  above,  there  is  a  severe  shortage  of  family  medicine  faculty.  The 
Academy  supports  this  provision. 

third-year  clerkships 

Regarding  "Medical  School  Primary  Care  Training,"  these  activities  would  be 
funded  through  departments  of  family  medicine  and  other  primary  care  specialties. 
This  would  mcluae  "required  undergraduate  community-based  medical  student 
clerkships  in  family  meaicine,  internal  medicine,  and  pediatrics."  Because  of  the 
linkage  between  required  third-year  clerkship  and  a  school's  graduates  choosing 
family  practice  careers,  the  Academy  strongly  supports  this  provision. 

REQUIREMENTS  IN  THE  DRAFT  LEGISLATION  FOR  COMMUNITY-BASED  TRAINING 

The  proposal  calls  for  the  consolidation  of  four  existing  program  authorities  into 
a  new  Community-Based  Training  program.  The  programs  to  be  consolidated  in- 
clude Area  Health  Education  Centers,  Health  Education  and  Training  Centers, 
Geriatric  Education  Centers,  and  Rural  Interdisciplinary  Training  grants.  The  Com- 
munity-based Training  program  appears  to  most  closely  resemole  the  existing 
AHEC  authority,  with  a  few  important  modifications. 

Currently,  Area  Health  Education  Centers  are  established  through  cooperative 
agreements  between  the  Public  Health  Service  and  academic  health  centers.  Area 
Health  Education  Centers  (AHECs)  are  designed  to  assist  health  professional 
schools  to  improve  the  distribution,  supply,  quality,  utilization,  and  efficiency  of 
health  personnel  in  shortage  areas  through  the  efficient  use  of  regional  educational 
resources.  The  program  assists  schools  in  planning,  developing,  and  operating  area 
health  education  centers.  Through  these  AHECs,  academic  resources  are  linkea  with 
local  resources  to  establish  networks  of  health-related  institutions  that  provide  edu- 
cational services  to  students,  faculty,  and  practitioners.  The  program  has  proved  its 
success  in  encouraging  student  interest  in  primary  care,  supporting  primary  care 
residency  programs,  and  assisting  rural  physicians  in  meeting  their  continuing  med- 
ical education  needs.  As  a  result  of  these  activities,  the  AHEC  program  appears  to 
have  been  largely  successful  in  increasing  the  supply  of  primary  care  physicians  in 
counties  where  their  sites  are  located. 
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Based  on  this  track  record,  the  Academy  continues  to  strongly  support  the  fun- 
damental structure  and  objectives  of  the  AHEC  program  and  believes  these  should 
figure  prominently  in  federal  strategies  to  improve  the  supply  of  health  care  person- 
nel in  rural  areas.  Under  the  Chairwoman's  proposal,  the  kinds  of  entities  eligible 
to  receive  these  consolidated  community-based  thing  grants  would  be  expandea  be- 
yond medical  schools  to  include  state  and  local  governments,  health  professions 
schools  and  other  public  and  non-profit  entities.  The  Academy  supports  the  rationale 
behind  this  expansion — namely,  tnat  it  could  leverage  greater  support  for  these  ini- 
tiatives and  assure  greater  coordination  of  similar  programs  throughout  a  political 
jurisdiction.  We  would  encourage  the  Committee  to  make  this  rationale  explicit  in 
the  legislation  by  requiring  issues  of  support  and  coordination  to  be  addressed  in 
grant  applications. 

REQUIREMENTS  IN  THE  DRAFT  LEGISLATION  FOR  CONSOLIDATED  STUDENT  ASSISTANCE 

Under  the  section  on  Consolidated  Financial  Assistance,  which  combines  most  of 
the  current  scholarship  and  loan  repayment  programs  into  the  present  National 
Health  Service  Corps  Scholarship  and  Loan  repayment,  the  Academy  supports  its 
emphasis  on  requiring  service  in  underserved  areas  in  return  for  assistance  because 
the  Corps  relies  heavily  on  primary  care  physicians.  As  a  general  matter,  the  Acad- 
emy finds  low  repayments  to  be  a  much  more  effective  means  of  encouraging  pri- 
mary care  careers  and  practice  in  underserved  communities.  Scholarships  are 
awarded  prior  to  the  time  that  medical  students  can  be  expected  to  make  a  final 
career  choice.  As  a  result,  too  many  scholai-ship  recipients  either  default  on  their 
service  obligation  or  enter  subspecialties,  the  need  for  which  is  extremely  limited. 

CONCLUSION 

Title  VII  of  the  Public  Health  Service  Act  is  a  program  that  successfully  produces 
family  physicians  who  serve  both  urban  and  rural  parts  of  our  nation,  are  preferen- 
tially recruited  by  managed  care  organizations,  ana  who  can  take  care  of  85-90  per- 
cent of  their  patients' problems.  Numerous  organizations  and  reports  point  out  the 
cost-efiective  nature  oi  family  physicians,  as  well  as  how  family  practice  residency 
programs,  departments,  predoctoral  programs  and  faculty  development  programs  ef- 
ficiently produce  more  family  physicians — meeting  the  primary  care  workforce  needs 
for  this  country. 

At  a  time  when  policymakers  are  critically  reviewing  government  programs  for 
their  cost  efiectiveness  and  overall  value,  Title  VII  is  a  program  that  scores  hi^ 
on  both  fronts;  it  works.  This  committee's  continued  support  oT  family  practice  train- 
ing will  facilitate  a  more  efficient  health  care  market.  We  applaud  Chairperson 
Kassebaum's  desire  to  reauthorize  this  important  program,  and  her  strong  focus  on 
primary  care  and  the  needs  of  underserved  communities. 

The  Chairman.  Thank  you,  Dr.  Anderson. 

Because  you  are  a  family  physician,  have  you  noticed  that  man- 
aged care  is  making  a  difference  in  particularly  family  practice 
physician  care?  Is  there  any  trend  that  one  is  able  to  observe  with 
the  managed  care? 

Dr.  Anderson.  Certainly  there  is  a  trend  in  managed  care.  I 
think  we  need  to  reflect  on  the  fact  that  what  we  had  before — tra- 
ditional fee-for-service  indemnity  insurance — was  a  good  plan,  but 
it  did  not  work.  The  incentives  are  against  the  kinds  of  services 
that  most  of  our  populations  need,  so  we  have  drifted  away  from 
primary  care,  as  you  well  know. 

Managed  care  is  just  another  idea — the  new  idea — of  how  to  pro- 
vide health  care  for  all  of  our  citizens,  and  it  may  be  the  plan  that 
is  here  25  years  from  now— it  probably  will  be.  But  prepaid  insur- 
ance changes  how  we  think  about  taking  care  of  patients.  We  do 
not  think  about  what  we  do  to  them;  we  think  about  keeping  them 
healthy  and  well. 

It  is  a  great  idea,  and  no  other  country  really  has  it,  other  than 
Great  Britain,  which  has  somewhat  of  a  capitated  system  for  the 
primary  care  doctors.  But  certainly  managed  care  is  as  a  sponge, 
taking  many  of  our  young  graduates.  It  is  difficult  to  get  doctors 
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to  come  to  where  I  am  to  practice,  although  I  do  have  a  fairly  large 
amount  of  my  practice  that  has  become  managed  care.  So  that  yes, 
managed  care  is  a  very  definite  driving  factor,  and  it  does  impact 
family  doctors. 

Dr.  Cohen.  Another  way,  Senator,  that  the  managed  care  indus- 
try is  impacted  is,  of  course,  as  was  just  mentioned,  in  the  market- 
place. The  demand  for  family  physicians  and  other  generalist  phy- 
sicians now  is  much  greater  than  it  had  been.  Salaries  are  starting 
to  be  increased;  starting  stipends  for  newly-trained  generalist  phy- 
sicians in  the  managed  care  organizations  are  becoming  more  com- 
petitive than  they  were  in  the  fee-for-service  arrangement.  So  that 
that  signal  is  beginning  to  be  heard  in  the  medical  schools  and  in 
our  residency  programs,  and  I  think  in  all  honesty  probably  ac- 
counts for  a  good  part  of  the  upturn  in  the  interest  that  is  being 
expressed  now  by  graduating  seniors  from  medical  schools.  They 
know  that  there  are  now  job  opportunities  at  more  attractive  finan- 
cial arrangements  than  had  been  the  case  heretofore,  and  I  think 
that  is  accounting  for  some  of  the  increased  interest. 

The  Chairman.  I  think  you  all  heard  Senator  Hatfield's  com- 
ments on  the  area  health  education  centers,  or  area  health  centers. 
How  advantageous  do  you  think  that  is?  Are  you  supportive  of  a 
move  in  that  direction  again,  in  attempting  to  bring  together  a  far 
more  integrated  delivery  system  that  combines  private  and  public 
health?  Could  you  speak  to  that,  please? 

Dr.  Cohen.  Yes,  I  am  personally — and  I  think  I  speak  for  the  As- 
sociation—supportive of  efforts  to  expand  the  concept  that  is  em- 
bedded in  area  health  education  centers.  I  think  they  have  been 
very  successful  in  bringing  service  to  outlying  areas,  as  well  as 
combining  the  training  and  the  opportunities  for  training  in  a  team 
concept  that  is  devoted  to  a  patient-oriented  population-based  kind 
of  education.  I  think  the  medical  schools  have  been  very  successful 
in  organizing  those  activities.  Academic  medical  centers  have  been, 
as  you  know,  the  engines  that  have  driven  those  AHECs,  and  I 
think  they  have  been  extraordinarily  successful  and  certainly  de- 
serve to  be  expanded. 

The  Chairman.  Dr.  Rosenfield. 

Dr.  Rosenfield.  Two  brief  comments.  One,  I  agree  completely. 
I  think  the  AHEC  experience  has  been  a  very  positive  one,  and 
they  deserve  continued  and  expanded  support. 

A  comment  on  managed  care.  I  think  managed  care  is  the  engine 
that  is  running  through  the  country  very  rapidly.  It  was  more  ac- 
tive on  the  West  Coast  in  the  past,  and  it  is  now  spreading  rapidly 
on  the  East  Coast.  But  one  problem  that  we  have  to  keep  in  mind 
that  is  not  perhaps  part  of  this  bill  directly  is  the  uninsured  popu- 
lation, which  is  increasing  and  not  being  covered  by  managed  care 
or  by  the  other  activities.  And  they  are  in  the  inner  cities,  and  they 
are  among  the  working  poor  of  our  country;  they  are  not  the  poor- 
est of  the  poor.  We  believe  now  that  that  figure  may  well  be  up  to 
40  million  people,  that  it  increased  some  million  people  in  the  last 
year.  And  the  managed  care  movement  is  not  taking  part  in  help- 
ing to  solve  that  particular  problem,  which  I  think  is  one  of  our 
country's  greatest  public  health  crises. 

The  Chairman.  Would  you  say — and  I  do  not  want  to  get  too  far 
afield  from  this  bill  
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Dr.  ROSENFIELD.  I  understand  that. 

The  Chairman.  I  agree  with  you,  and  of  course,  many  States  are 
wanting  to  move  Medicaid  into  the  managed  care  concept. 

Dr.  RosENFiELD.  In  my  State,  as  you  know,  the  new  Governor 
has  stated  that  within  a  year — which  we  think  is  much  too  fast — 
to  try  to  have  100  percent  of  Medicaid  patients  covered  by  a  man- 
aged care  system.  That  still  does  not  take  account  of,  in  New  York 
City,  in  New  York  State,  the  large  numbers  of  people  who  are  

The  Chairman.  Who  are  not  covered  by  Medicaid.  That  is  right. 

Dr.  Cohen.  If  I  could  just  add  another  comment,  another  issue 
that  is  closer  to  the  concerns  of  this  bill.  Madam  Chairman,  is  the 
issue  of  education,  which  managed  care  also  is  not  taking  respon- 
sibility for. 

The  ability  of  academic  health  centers  to  use  clinical  revenues  to 
support  initiatives  in  education  and  expanding  ambulatory  care 
education  and  other  kinds  of  initiatives  is  rapidly  disappearing  as 
we  see  the  managed  care  market  closing  down  on  the  revenues  that 
academic  health  centers  have  depended  upon.  So  that  means  that 
these  kinds  of  sources  of  support  in  your  bill  are  ever  more  impor- 
tant. 

The  Chairman.  My  time  is  about  to  run  out,  and  I  want  to  ask 
Dr.  Sullivan  some  questions  on  nursing,  because  we  have  had  some 
discussions  in  previous  panels  about  this.  Given  some  of  the  com- 
ments about  where  there  are  shortages,  and  that  the  nursing  sup- 
ply seems  to  be  in  flux,  and  that  there  is  probably  an  adequate 
supply  of  registered  nurses,  but  perhaps  nurse  practitioners  or  the 
advanced  degree  nurses  are  in  shorter  supply,  do  you  agree  with 
that? 

Ms.  Sullivan.  Yes,  I  think  it  is  true,  Senator,  that  that  is  where 
our  most  desperate  need  lies.  But  Senator  Wellstone  mentioned 
earlier  that  part  of  the  supply  and  demand  issue  really  has  to  do 
with  what  the  marketplace,  determined  by  the  people  who  at  that 
moment  in  time  want  to  hire  nurses,  controls.  And  we  have  found 
that  that  system  is  not  always  adequate.  In  times  of  tremendous 
shortage  of  registered  nurses,  we  have  found  that  that  resulted 
from  a  time  when  the  marketplace  sort  of  shrunk  down  in  prepara- 
tion for  what  they  thought  was  going  to  be  an  oversupply  and  then 
turned  out  not  to  be,  and  enrollments  decreased  in  schools  of  nurs- 
ing. 

So  there  are  still  desperate  needs.  At  Hays  Medical  Center  in 
Hays,  KS,  the  director  of  nursing  told  me  just  a  few  weeks  ago  that 
she  was  desperate  for  registered  nurses,  and  particularly  people 
with  baccalaureate  degrees.  I  think  that  is  another  issue  that  Dr. 
Lee  brought  up  earlier,  that  he  thought  that  the  higher-level  train- 
ing, as  compared  to  maybe  an  associate  degree,  was  so  needed,  and 
especially  for  the  home  care  kind  of  care  that  you  were  talking 
about  earlier. 

The  Chairman.  Do  you  feel  that  with  the  flux  in  the  nursing  sit- 
uation and  the  work  force  that  it  is  good  to  give  the  administration 
greater  flexibility  in  the  funding? 

Ms.  Sullivan.  Basically,  I  do.  I  think  that  that  way,  the  admin- 
istration can  move  wherever  the  priority  is  and  respond  more  rap- 
idly than  having  the  specific  priorities  before. 
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I  do  remain  somewhat  concerned  that  the  nursing  community, 
the  practice  community  and  the  education  community,  be  involved 
in  helping  to  form  those  decisions. 

The  Chairman.  That  goes  back  to  several  comments  that  have 
come  through  other  panels,  I  think,  about  what  kind  of  input  the 
Secretary  will  have.  I  think  Dr.  Filerman  suggested  national  board. 
Of  course,  there  is  COGME,  which  does  have  the  statistics  and 
data  and  input,  and  one  of  the  reasons  why  I  think  it  has  been 
hard  to  structure  a  national  board  is  who  sits  on  the  national 
board.  But  it  seemxS  to  me  that  it  is  very  important,  as  we  move 
in  some  very  new  directions,  to  be  able  to  understand  that  and  the 
effects  of  these  new  directions — just  as  you  mentioned.  Hays  needs 
nurses,  but  Topeka  may  not.  I  mean,  within  our  own  States,  there 
are  such  differences,  and  perhaps  a  lack  of  data  to  analyze  that  as 
we  attempt  to  put  it  into  the  larger  picture. 

So  I  would  welcome  some  advice  on  this,  because  we  have  been 
struggling  with  what  might  be  a  good  idea  as  far  as  putting  that 
together. 

Thank  you  very  much.  My  time  is  up. 
Senator  Wellstone. 

Senator  Wellstone.  Thank  you,  Madam  Chair. 

I  have  a  set  of  specific  questions,  and  I  do  not  want  to  get  too 
far  off  the  mark  of  this  legislation,  but  in  the  context  of  the  discus- 
sion of  managed  care,  managed  competition,  I  was  interested  in 
your  responses.  Dr.  Anderson  and  Dr.  Rosenfield. 

I  do  not  want  to  put  words  in  the  mouths  of  other  people,  but 
I  must  say  that  in  Minnesota,  when  it  comes  to  a  lot  of  the  nurses 
and  a  lot  of  the  family  doctors,  it  is  sort  of  less  than  universal  ap- 
proval of  the  direction  in  which  medicine  is  going.  Once  upon  a 
time,  it  seems  to  me,  these  managed  care  plans  were  very  staff- 
and  consumer-driven,  but  now,  the  trend  is  toward  mergers  and 
mergers,  and  it  is  becoming  a  very  corporatized,  bureaucratized 
kind  of  medicine. 

No  conspiracy  argument  intended,  but  I  think  the  seven  largest 
insurance  companies  now  own  and  control  about  60  percent  of  the 
managed  care  plans — and  fee-for-service  has  its  problems,  espe- 
cially its  deemphasis  on  preventive  care,  but  then  the  other  prob- 
lem is  that  with  set  premiums,  the  incentive  for  managed  care  is 
to  underserve,  because  that  is  how  you  make  your  profit. 

There  has  been  too  much  gatekeeping,  and  I  am  very  concerned 
about  the  direction  here.  I  have  been  shocked — and  I  am  not  trying 
to  be  melodramatic — at  the  extent  of  demoralization  of  the 
caregivers.  I  do  not  think  demoralized  caregivers  are  good 
caregivers,  and  I  think  that  is  a  reality  in  this  country.  And  I  am 
not  going  to  be  "Mr.  Self-Promotion,"  but  I  am  going  to  introduce 
a  bill  next  week  which  tries  to  build  in  a  lot  of  due  process  for  con- 
sumers and  caregivers  vis-a-vis  this  sort  of  consolidation. 

And  I  really  think.  Madam  Chair,  that  when  it  comes  to  where 
the  poor  fit  in — and  Dr.  Rosenfield,  I  think  you  were  trying  to  al- 
lude to  this — basically,  in  terms  of  where  these  plans  locate,  and 
whom  they  are  interested  in — we  all  know  who  costs  the  most 
money  to  serve.  So  that  without  some  accountability  built  into  this 
system,  older  people  and  poorer  people  and  people  who  are  sicker 
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because  they  are  poorer  and  are  poorer  because  they  are  sicker, 
have  not  fit  in  very  well.  So  I  just  wanted  to  lay  that  out. 

A  couple  of  questions — and  I  think  maybe  some  of  you  want  to 
respond  to  that,  and  if  you  do,  fine — I  will  just  list  two  questions 
and  then  open  it  up  for  whomever  wants  to  respond. 

One  is  this  whole  question  of  the  private  sector,  as  long  as  we 
are  talking  about  managed  competition  and  managed  care  plans.  I 
am  wondering  what  their  role  should  be  in  supporting  some  of 
these  programs,  minority  programs,  preventive  health  care  pro- 
grams, because  in  a  sense  with  the  teaching  hospitals,  you  cannot 
cost-shift  any  longer,  and  this  is  the  squeeze.  And  yet  it  seems  to 
me  there  may  be  a  role  for  the  private  sector.  I  wonder  whether 
any  of  you  would  be  interested  in  responding  to  that. 

And  on  nursing,  two  questions.  I  think,  Dr.  Sullivan,  you  did  re- 
spond to  the  chair's  question  about  whether  there  is  an 
undersupply  or  an  oversupply  of  nurses.  I  wanted  to  ask  about  the 
need  for  advanced  practice  nurses,  and  specifically  in  what  kinds 
of  locations,  where  you  see  that  fitting  into  the  delivery  force. 

I  am  also  interested  in  what  you  think  the  record  of  the  Nursing 
Education  Act  programs  has  been,  especially  in  meeting  the  needs 
in  rural  and  underserved  areas.  And  then  finally,  I  would  be  inter- 
ested in  any  recommendation  you  might  give  as  to  what  percentage 
of  the  scholarship  funds  should  go  to  nurses,  and  what  would  be 
fair  in  terms  of  allocation. 

Anyway,  my  overall  comment  about  my  concerns  about 
corporatized,  bureaucratized,  bottom  line  medicine  and  the  demor- 
alization of  the  caregivers — which  I  think  is  a  story  that  needs  to 
be  told— whether  you  see  that  or  feel  that,  and  then  some  specific 
more  focused  questions. 

Any  of  the  panelists,  please. 

Dr.  Cohen.  I  will  begin,  Senator.  I  think  you  have  put  your  fin- 
ger on  an  extremely  important  issue,  and  I  appreciate  your  sen- 
sitivity to  it,  because  I  do  think  there  is  a  lot  of  demoralization  in 
the  practicing  community  and  certainly  in  the  academic  commu- 
nity, v/hich  is  wrapped  up  now  in  the  real  world  of  practice,  and 
are  suffering  many  of  the  dislocations  that  you  made  reference  to. 
So  I  do  think  it  is  an  issue  that  needs  to  be  attended  to,  and  I  do 
think  we  have  to  recognize  the  way  in  which  this  rapid  trans- 
formation has  some  significant  advantages  in  terms  of  cost-effec- 
tiveness and  in  terms  of  integrated  care  and  less  fragmentation  of 
care  and  all.  But  I  think  there  are  some  real  down  sides  that  need 
to  be  addressed. 

On  the  issue  of  the  role  of  the  private  sector  and  supporting  the 
kinds  of  issues  that  are  in  this  bill,  Secretary  Lee  made  a  comment 
earlier,  before  you  arrived,  in  response  to  the  issue  of  what  is  the 
role  of  the  Federal  Government,  and  he  pointed  out  that  there  are 
social  goods  that  simply  are  not  addressed  by  the  marketplace.  And 
I  think  we  are  talking  about  here,  both  in  terms  of  indigent  care, 
but  also  in  terms  of  training  issue  and  minority  access  and  other 
things  that  are  addressed  in  these  titles,  that  these  are  social  goods 
that  do  need  to  have  broad-based  societal  support  if  we  are  going 
to  address  them. 

I  think  it  would  be  wonderful  if  we  could  find  a  device  for  spread- 
ing the  responsibility  across  the  private  sector  and  encourage  pri- 
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vate  sector  incentives  to  participate;  but  absent  a  comprehensive 
approach  to  the  health  care  system,  it  seems  to  me  that  we  have 
to  look  to  the  Federal  Government  to  support  these  issues. 

Dr.  Anderson.  The  Academy  of  Family  Physicians  believes  in 
the  concept  of  managed  care,  because  the  concept  implies  that 
every  person  has  a  physician,  a  personal  physician,  and  through 
that  personal  physician,  they  get  the  care  that  that  doctor  can  pro- 
vide or  are  then  referred  to  the  greater  care  providers,  or  I  should 
say  the  greater  health  industry,  for  those  services  that  one  physi- 
cian cannot  provide.  That  is  managed  care.  Managed  care  is  better 
than  unmanaged  care.  But  as  you  say,  we  have  now  corporate 
stockholder  organizations  that  are  gaining  great  control  of  health 
care.  I  do  not  think  we  necessarily  want  stockholders  deciding 
where  and  with  whom  we  get  our  health  care.  That  is  legislation. 

It  is  interesting  that  when  you  turn  on  the  television,  you  will 
see  dozens  of  advertisements  on  hospitals  and  care  provider  groups. 
To  me,  that  is  somewhat  like  advertising  your  fire  department.  We 
just  spend  billions  of  dollars  doing  the  wrong  things  in  health  care. 

Dr.  RosENFiELD.  Just  a  couple  of  comments,  and  then  I  think  Dr. 
Sullivan  has  a  number  of  specific  answers.  One  part  of  the  public 
health  agenda  is  to  try  to  assess  the  changes  that  take  place,  to 
develop  the  quality  assurance  m.easures,  the  quality  assessment, 
the  outcomes  measures,  and  such.  And  as  we  move  into  this  new 
arena,  we  have  got  to  demonstrate  if  it  is  good  or  if  it  is  bad,  and 
I  think  many  of  the  concerns  that  you  are  expressing  and  that  my 
colleagues  have  expressed  are  certainly  there. 

The  original  managed  care  approaches  really  were  controlled  by 
the  staff,  or  the  group  of  physicians  that  were  involved,  or  by  the 
patients. 

Senator  Wellstone.  For  example,  if  I  could  interrupt  you,  I 
think  it  may  be  a  little  symbolic — I  grew  up  in  this  area,  and  my 
family  was  practically  a  charter  member  of  Group  Health,  which 
has  now  been  taken  over  by  Humana.  There  is  a  difference  be- 
tween Group  Health  and  Humana — a  big  difference. 

Anyway,  go  ahead,  please. 

Dr.  ROSENFIELD.  On  top  of  which — and  I  think  this  would  be  one 
of  the  things  that  needs  to  be  assessed — some  of  these  panels  have 
a  very  high  administrative  cost,  and  in  addition  there  is  the  profit 
cost.  So  that  somewhere  between  25  and  30  cents  on  the  dollar 
goes  to  administrative  and  profit  costs,  and  not  to  patient  care.  And 
this  is  not  for  this  discussion  now,  but  in  the  single-payer  system 
in  Canada,  it  is  about  5  percent.  So  it  is  a  big  difference  in  those 
kinds  of  costs. 

Senator  Wellstone.  Thank  you. 

Dr.  Sullivan. 

Ms.  Sullivan.  If  I  can  remember  your  three  questions,  the  first 
one  had  to  do  with  the  need  for  advanced  practice  nurses,  if  I  re- 
call. 

Senator  Wellstone.  Yes,  and  in  what  locations. 

Ms.  Sullivan.  I  think  there  are  two  locations  that  we  are  aware 
of,  and  those  are  certainly  the  rural  areas  as  well  as  the  inner  city 
underserved  areas.  I  think  there  are  dire  needs  for  advanced  prac- 
tice nurses  in  those  areas — not  just  nurse  practitioners,  but  also 
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clinical  nurse  specialists  who  could  do  some  of  that  home  care  that 
we  heard  about  earlier. 

Your  second  question  was  how  effective  has  the  NEA  been  on 
rural  and  underserved  areas,  and  I  can  really  only  report  the  ef- 
fects that  we  have  had  in  Kansas.  There  are  several.  We  had  a  con- 
tinuing education  grant  to  train  nurses  to  assess  and  manage  the 
frail  elderly.  That  went  for  5  years,  and  we  went  across  the  State 
and  taught  nurses  to  do  that.  For  15  years,  we  ran  an  outreach 
program  that  was  initially  funded  through  NEA  that  took  our  mas- 
ter's program  across  the  State  in  seven  sites,  and  we  essentially 
populated  the  State  with  master's-prepared  nurses. 

But  most  recently  and  most  successfully,  a  grant  that  we  are  con- 
ducting now  is  a  collaborative  program  between  our  university, 
Wichita  State  University,  and  Fort  Hays  State  University,  which  is 
in  far  western  Kansas,  to  prepare  nurse  practitioners,  and  we  are 
doing  that  using  distance-learning  technology.  All  classes  are 
taught  simultaneously.  We  have  leveraged  that  money  for  some 
private  foundation  support  in  Kansas  as  well  as  some  new  State 
money,  and  this  year,  we  will  expand  the  program  to  Garden  City, 
which  is  even  more  rural  than  Hays,  and  Pittsburgh. 

Essentially,  our  goal — and  we  are  doing  it — is  to  prepare  nurse 
practitioners  across  the  entire,  very  sparsely  populated  State  of 
Kansas.  And  the  reason  why  it  is  successful  is  that  we  use  nurses 
who  are  practicing  in  those  communities  now  to  come  to  those  pro- 
grams, and  they  do  not  have  to  go  that  far. 

Senator  Wellstone.  I  thank  you  very  much. 

Ms.  Sullivan.  And  you  had  one  more  question — I  am  sorry.  You 
asked  what  percentage  do  we  get  for  nursing  scholarships.  We  get 
30  percent  now,  and  we  have  52  percent  of  the  students.  We  be- 
lieve we  need  at  least  $5  million  a  year  in  order  to  serve  the  dis- 
advantaged students. 

Senator  Wellstone.  I  thank  you. 

Madam  Chairman,  perhaps  I  could  submit  a  written  question  on 
this  whole  issue  of  Project  3000  by  2000.  I  am  sort  of  interested 
in  where  the  "3000"  comes  from,  the  basis  of  it,  and  whether  it  is 
really  adequate. 

Dr.  Cohen.  It  represents  parity  from  the  population  point  of 
view. 

Senator  Wellstone.  Thank  you  very  much. 
I  thank  each  of  you. 

The  Chairman.  Thank  you,  Senator  Wellstone. 
Senator  Jeffords. 

Senator  Jeffords  [presiding].  First  of  all,  I  have  spoken  with 
Chairperson  Kassebaum,  and  I  am  going  to  enter  into  the  record 
an  excerpt  from  a  letter  from  Peter  Taylor,  executive  director  of  the 
Vermont  State  Dental  Society,  which  was  not  represented  at  this 
hearing.  I  will  just  read  one  excerpt  and  will  enter  the  remainder 
in  the  record. 

"Dentists  are  primary  dental  care  providers.  Individuals  not  only 
should,  but  usually  do,  have  a  primary  care  physician  and  a  family 
dentist.  Because  of  this  unique  separation,  yet  similarity  in  pri- 
mary care  function,  dentistry's  role  must  be  recognized  wnen  Fed- 
eral priorities  are  being  established  for  primary  care  provider  pro- 
grams." 
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[Letter  from  Mr.  Taylor  follows:] 

Vermont  State  Dental  Society, 
132  Church  St., 
Burlington.  VT,  March  6,  1995. 

Honorable  James  Jeffords, 
513  Hart  Building, 
Washington,  DC. 

Dear  Jim:  I  know  that  Lyman  Johnson  and  Jack  Farnham  have  both  contacted 
your  office  about  an  issue  of  great  importance  to  the  dental  health  of  Vermont  and 
U.S.  residents.  As  you  may  have  heard  we  wish  to  secure  an  opportunity  for  a  den- 
tist to  testify  at  the  March  8  hearing  on  Health  Professions  Programs.  Dentistry  is 
the  only  primary  care  profession  that  has  been  left  off  the  witness  list.  In  this  re- 
gard we  are  requesting  that  you  intercede  with  Senator  Kassebaum. 

Representatives  of  the  American  Dental  Association  and  other  dental  organiza- 
tions have  also  contacted  your  stafT  about  this  request. 

Dentists  are  primary  dental  care  providers.  Individuals  not  only  should,  but  usu- 
ally do,  have  a  primary  care  physician  and  a  family  dentist.  Because  of  this  unique 
separation,  yet  similarity  of  primary  care  function  dentistry's  role  must  be  recog- 
nized when  Federal  priorities  are  being  established  for  primary  care  programs. 

Attached  is  a  fact  sheet  that  has  been  prepared  on  this  topic.  However,  I  would 
like  to  address  some  of  these  facts  from  Vermont's  perspective. 

1)  Dental  residency  programs  such  as  Jack  Farnham's  at  Fletcher  Allen  ensures 
that  general  dentists  have  the  expanded  skills  to  retain  the  current  80  percent  to 
20  percent  ratio  of  general  dentists  to  specialists  that  we  have  in  Vermont.  Resi- 
dency programs  expand  the  skills  of  general  dentists,  thus  reducing  the  need  for  a 
disproportionate  share  of  dental  specialists,  (a  model  for  the  medical  profession). 

2)  Our  dental  residency  program  is  directly  responsible  for  attracting  15  percent 
of  the  current  dental  manpower  in  Vermont.  Many  of  these  dentists  are  practicing 
in  some  of  Vermont's  smaller  communities.  Again  we  provide  an  example  for  the 
medical  commurity  from  a  geographic  distribution  perspective.  (Please  see  the  at- 
tached Vermont  map  showing  the  wide  distribution  of  Vermont  dentists  throughout 
the  state.) 

3)  The  desire  of  government  should  be  to  support  and  stimulate  a  system  which 
is  not  only  working  but  is  an  excellent  model  for  medicine  to  follow. 

Jim,  if  the  elimination  of  dentistry  from  these  discussions  continues  because  of 
our  accomplishments  in  primary  care  efTorts,it  will  be  like  saying,  "Since  the  dental 
health  of  the  population  has  improved  it  is  now  OK  to  remove  fiuoride  from  our 
drinking  water.  '  We  must  continue  to  support  the  positive  components  of  the  exist- 
ing system. 

We  would  be  most  grateful  if  you  would  intercede  on  behalf  of  the  continued  den- 
tal health  of  Verm.ont  s  residents. 
Sincerely, 

Peter  Taylor 
Executive  Director 
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GENERAL  DENTISTRY  PROGRAM  FACTS 
What  is  die  taxpayer  rcoim  on  their  investment  ia  the  Goncrti  Dentistry  program? 

1.  In  FY  1994,  S3.7  million  waj  oppropriated  for  the  General  Dentistry  prognan. 
GcaciBl  Dentistry  reodcncy  positions  established  throu^li  this  federal  program  provide 
approxinucdy  SU  millioa  in  uorvimburecd  dental  caxe  cueh  year. 

2.  Graduates  of  the  General  Dentistry  program  hav«  broader  skills  and  climcal 
expcricnco  and  conaequentiy  refer  fewer  patients  to  specialists.  This  results  in  millions 
of  dollars  worth  of  reduced  costs  to  paticuts  each  year. 

3.  Because  they  have  treated  a  broad  mix  of  patients,  graduates  of  the  General 
Demiscry  residencies  recognize  cariy  sigos  of  diabetes,  leukemia,  oral  cancer.  HIV 
disease,  etc..  directinj  medically  compromised  panents  to  medical  care  and  treating 
their  oral  health  needs  before  tha  dental  problems  adversely  affect  the  underlying 
condition.  This  early  intervention  helps  control  health  care  costs. 

What  about  the  GAG  Report  that  questions  the  value  of  Hcahb  Professions  (Title  VII)  and 
Nurse  Training  (Title  VIII)  Piugranis? 

The  GAG  Report  asserts  that  Title  VTl  and  Vlll  programs:  1)  do  not  Improve  the  s\ipply  of 
primary  care  providers  2)  do  not  improve  their  distribution  into  undciservcd  areas  ond  3)  do 
nor  improve  the  minority  reproentation  of  hoaith  professionals.  The  CaO  Report  cntiaizn 
the  Department  ftr  failing  lo  evaluate  the  cWcctivcnesi  of  these  programs. 

These  criticisms  do  £21  apply  to  the  General  Demistiy  program,  which  was  subjeaed  to  a 
comprehensive  evaiueiion  ia  1991.  by  statutory  mandate. 

The  Gengral  Dt,»tuatiy  ore  gram  improves  the  supply  of  primary  care  oroviders.  Since 
the  program's  incqition.  53  oew  programs  have  beca  otablished  and  ^59  irsidency 
positions  created  nationwide,  represenung  an  incrssse  of  more  than  62%  in  the  number 
of  these  primary  care  positions.  Eighty  six  percent  of  the  graduates  of  these  programs 
remain  ia  primary  care  after  graduation. 

The  Ooneral  D«tfisrrv  aregram  improve!.-  datribution  into  undeserved  areas.  The  off- 
site  training  eomponcm  has  rcsuhed  in  at  Icaat  2S  percent  of  recent  graduates  of 
f<:deially  supported  General  Dentistry  programs  entblishuig  their  practices  in 
underscrvod  areas. 

The  G^npal  pentistrv  orcxtrams  enroll  a  significant  number  of  mmoritv  dentliM  and 
provide  increased  training  for  these  individuals  to  provide  pnmarv  oral  health  care 
nervicgj  to  unfierservcd  nonuiationK  and  cpmmunitiM.  The  enrollment  of  African 
Anisrican  dental  giaduatas  into  Ceoeiai  Dentistry  programs  has  nearly  doubled  since 
!986.  In  hex,  the  percentage  of  cnrollmsnt  in  these  prugrasu  is  greater  than  the 
pen»m  of  Africaa  American  dental  graduates.  Eniollmect  of  Hispanic  dental 
fnid<jdtes  into  the  program  has  parallelled  the  growth  u>  the  number  of  Hiipaoic 
graduttcj  from  dental  school,  increasing  four-fold  from  1986  to  1991. 
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Senator  Jeffords.  That  having  been  done,  let  me  just  ask  a  cou- 
ple of  questions.  When  I  was  in  Detroit,  looking  at  what  they  had 
done  in  reforming  their  health  care  system,  the  question  of  under- 
served  areas  came  up,  especially  in  the  urban  areas,  and  I  was  in- 
trigued to  find  out  that  they  have  what  I  guess  you  would  call  an 
integrated  system,  but  they  were  saying  do  not  worry  now,  because 
we  want  to  make  sure  our  hospital  beds  are  full,  so  we  are  locating 
primary  care  physicians  in  the  urban  areas  to  ensure  that  when 
somebody  gets  sick,  they  will  come  to  us. 

Is  that  happening,  and  is  that  answering  the  problem? 

Dr.  Anderson.  That  is  the  wrong  approach  to  the  idea,  but  that 
is  what  is  happening.  Hospitals  are  buying  primary  care  practices, 
primarily  family  practices,  right  and  left.  And  it  would  be  interest- 
ing as  we  move  on  into  managed  care — those  beds  that  they  want 
full  now,  as  soon  as  we  get  into  managed  care  prepaid,  capitated 
care,  they  are  going  to  want  them  empty  tomorrow. 

Again,  they  are  part  of  the  corporate  growth  illness — I  will  not 
say  "illness" — that  we  see  going  on  right  now.  Again,  we  have  been 
in  a  disease  treatment  mode,  actually,  for  decades,  and  we  need  to 
start  looking  at  disease  prevention  mode.  And  again,  we  will  al- 
ways have  disease  to  treat,  and  we  want  to  treat  it  the  best  we  can, 
but  again,  those  hospitals  that  want  to  be  full  tomorrow,  as  soon 
as  they  are  paid  with  prepaid  dollars,  they  will  be  pushing  doctors 
to  get  patients  out  of  the  hospitals. 

Senator  Jeffords.  Yes,  Dr.  Rosenfield? 

Dr.  Rosenfield.  Just  a  brief  comment.  As  we  look  at  all  the  at- 
tention to  managed  care  and  some  of  the  questions  that  have  been 
discussed  today,  we  need  to  continue  to  focus  on  the  fact  that  pre- 
vention is  of  key  importance,  that  the  public  health  agenda  is  a  key 
agenda,  and  the  training  of  people  to  work  in  the  public  health 
arena  to  try  to  prevent  disease  and  improve  the  health  of  the  pub- 
lic is  not  something  that  is  being  considered  by  this  moving  train 
of  managed  care.  It  is  something  that  I  think  this  bill  does  deal 
with  and  is  a  very  important  component  as  we  look  at  health  care 
in  the  ensuing  years. 

Senator  Jeffords.  Thank  you,  Madam  Chairman. 

The  Chairman.  Thank  you,  Senator  Jeffords. 

Senator  Abraham. 

Senator  Abraham.  Thank  you,  Madam  Chairman. 

I  have  just  a  couple  of  questions  for  Dr.  Sullivan.  You  mentioned 
that  the  current  allocation  of  dollars  is  approximately  30  percent 
of  the  scholarship  dollars,  to  nursing  students? 

Ms.  Sullivan.  Yes. 

Senator  Abraham.  Versus  52  percent  of  the  students. 
Ms.  Sullivan.  Yes. 

Senator  Abraham.  Do  you  have  any  sense  of  what  the  cost  dif- 
ferential is,  though,  as  opposed  to  just  the  percentage  of  students, 
just  to  put  that  in  context,  because  I  would  be  interested  in  know- 
ing what  the  education  costs  are  for  nursing  students  versus  those 
in  physician  programs. 

Ms.  Sullivan.  Well,  I  do  not  think  I  can  give  that  to  you  off  the 
top  of  my  head,  but  I  can  get  it  for  you. 

Senator  Abraham.  Fine. 
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Ms.  Sullivan.  Certainly  nursing  education  is  much  less  expen- 
sive than  physician  education,  and  most  programs  only  have  stu- 
dents in  the  last  2  years  of  their  baccalaureate  degree,  so  we  are 
really  only  talking  about  2  years  of  education.  So  it  is  considerably 
less — more  along  the  lines  of  what  a  major  public  or  private  univer- 
sity would  charge  general  students. 

Senator  Abraham.  I  just  wanted  to  make  sure  of  the  30  percent 
figure — we  v/ere  talking  52  percent  versus  30,  which  seemed  out  of 
line,  and  then  I  thought  maybe  it  is  the  dollars  that  are  closer  to 
30  percent. 

Ms.  Sullivan.  That  is  probably  true,  but  we  still  think  it  is  out 
of  line. 

Senator  Abraham.  Well,  I  did  not  think  you  would  think  it  was 
otherwise.  [Laughter.] 

I  have  another  question.  Within  the  nursing  training  programs — 
we  have  received  a  lot  of  letters,  for  instance,  from  constituents  in 
our  State  from  people  who  are  teachers  or  are  in  the  administra- 
tion of  nursing  programs,  for  specific  specialties.  One  area  in  par- 
ticular is  those  who  are  training  to  become  nurse  anesthetists.  And 
I  guess  my  question  is  that  that  particular  specialty,  as  far  as  I  can 
tell  from  the  correspondence,  would  seem  to  be  much  more  de- 
manding in  terms  of  the  time  commitments,  because  of  the  nature 
of  the  programs,  at  least  the  ones  in  my  State.  Is  that  unique  to 
that  particular  specialty,  or  are  there  a  small  number  of  specialty 
areas  where  the  time  demands  are  greater  than  others? 

Where  I  am  going  is  that  they  are  arguing  for  specific  set-asides 
of  dollars  within  whatever  nursing  allocation  there  might  be,  be- 
cause they  say  the  people  in  those  training  programs  are  not  in  a 
position  to  basically  maintain  outside  jobs  or  other  types  of  income 
sources. 

So  I  was  wondering  if  you  could  comment  on  that,  whether  that 
is  a  unique  problem  to  that  particular  specialty,  if  there  are  others 
like  it,  and  whether  you  would  favor  that  kind  of  distinction  among 
the  specialties? 

Ms.  Sullivan.  No,  I  do  not  think  that  they  are  particularly 
unique.  The  nurse  practitioner  training  program  is  equally  as  rig- 
orous, in  my  opinion,  as  well  as  clinical  nurse  specialist  training 
programs. 

What  has  been  different — and  maybe  this  is  what  they  are  men- 
tioning— is  that  because  there  has  been  such  a  small  amount  of 
Federal  traineeship  dollars,  most  of  the  people  in  graduate  nursing 
programs  have  had  to  maintain  employment  and  go  to  school  part- 
time,  necessitating  4  or  5  years  for  a  year  and  a  half  program.  But 
the  nurse  practitioner  program  at  our  particular  school,  we  do  not 
allow  students  to  go  part-time,  so  that  having  that  support  for  their 
traineeships  is  equally  important. 

I  think  it  is  just  a  matter  of  how  you  structure  the  education, 
and  I  would  not  think  that  nurse  anesthetist  programs  need  any 
more  than  nurse  practitioner  programs. 

Senator  Abraham.  OK.  I  have  a  letter  here  from  an  individual 
who  has  been  a  program  at  one  of  our  schools,  Mercy  College,  and 
she  argues  that  "nurse  anesthesia  programs  are  unique  among 
graduate  nursing  education  in  their  rigor,"  that  their  program  con- 
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sists  of  "28  months  of  full-time  study  and  requires  over  80  hours 
per  week  of  graduate  course  work  and  clinical  internship." 

Is  that  any  different  from  the  program  at  Kansas?  Maybe  it  is 
just  unique  to  the  school. 

Ms.  Sullivan.  Well,  we  do  not  require  students  to  work  80  hours 
a  week. 

Senator  Abraham.  OK.  That  is  good.  The  students  at  Mercy  may 
want  to  transfer.  [Laughter.] 
Ms.  Sullivan.  It  might  be  a  good  idea. 

Senator  Abraham.  Maybe  we  will  come  up  with  a  whole  new 
labor  issue  here  that  we  have  developed,  Madam  Chairman. 

Well,  I  was  just  trying  to  put  it  in  perspective,  because  this  is 
the  one  group  that  we  have  heard  a  lot  from  in  the  course  of  this 
discussion,  and  I  just  wanted  to  put  it  in  perspective  so  I  could  re- 
spond to  them  as  to  what  the  sense  was.  Their  argument,  as  I  un- 
derstand it,  is  that  because  people  in  this  program  are  in  a  position 
to  perhaps  bring  about  some  cost  containment  in  the  broader  area 
of  health  care  because  of  their  ability  to  play  the  roles  that  they 
would  and  substitute  perhaps  for  more  expensive  care  or  physician 
handling  of  matters,  that  they  somehow  should  stay  in  a  unique 
position.  So  I  just  wanted  to  get  a  sense  of  whether  that — I  can  see 
a  lot  of  heads  saying  no  across  this  table,  so  I  will  let  the  others 
comment. 

Ms.  Sullivan.  And  I  think  the  nurse-midwives  and  nurse  practi- 
tioners— ^you  will  have  all  those  organizations  after  you,  too. 

Senator  Abraham.  I  just  wanted  to  build  my  defense. 

Go  ahead.  Dr.  Rosenfield,  or  any  of  the  others,  if  you  care  to  com- 
ment. 

Dr.  Rosenfield.  You  can  hear  appeals  from  almost  every  sub- 
specialty area  in  nursing,  medicine,  and  public  health  as  being  very 
special.  We  have  needs  across  our  fields,  and  the  needs  should  not 
be  divided  by  that  kind  of  degree  of  specialization,  in  my  opinion. 

Dr.  Cohen.  Which  is  not  to  say  the  needs  are  not  special. 

Senator  Abraham.  Well,  just  looking  at  the  audience,  I  know 
what  I  am  going  to  say  next. 

Madam  Chair,  thank  you  very  much. 

The  Chairman.  I  think  that  is  a  good  question.  Senator  Abra- 
ham, because  it  really  shows  that  while  the  needs  are  special,  ev- 
eryone fears  giving  up  his  or  her  set-aside.  And  yet,  because  they 
are  unique,  I  would  argue  they  are  going  to  be  recognized  as  such 
and  will  be  supported.  But  we  must  move  away  from  trying  to  pro- 
tect every  little  thing  with  a  set-aside,  and  it  is  always  hard  to 
make  those  decisions.  But  that  is  a  good  question,  because  we  have 
all  received  and  will  be  receiving  some  of  the  same  kind  of  mail. 

Senator  Abraham.  I  appreciate  it. 

The  Chairman.  I  thank  everybody  for  coming  this  morning.  They 
have  been  exceptionally  good  panels,  and  I  am  very  appreciative  of 
the  support  that  we  have  been  offered  and  have  been  given  to  help 
us  put  together  this  legislation. 

Senator  Mikulski  has  asked  that  a  statement  be  included  in  the 
record  and  additional  statements  and  material  submitted  for  the 
record. 

[The  prepared  statement  of  Senator  Mikulski  and  additional 
statements  and  material  submitted  for  the  record  follows:] 
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Prepared  Statement  of  Senator  Mikulski 

Good  morning.  I'd  like  to  thank  Senator  Kassebaum  for  arrang- 
ing this  hearing  today.  You  and  your  staff  have  put  together  an  im- 
pressive array  of  materials  and  panelists  to  help  us  as  we  review 
Titles  VII  and  VIII  of  the  Public  Health  Service  Act  and  prepare 
for  their  reauthorization. 

The  goals  of  these  provisions  are  noble:  (1)  to  increase  the  supply 
of  primary  health  care  providers;  (2)  to  improve  their  representa- 
tion in  rural  and  medically  underserved  areas;  (3)  to  improve  mi- 
nority representation  in  the  health  professions.  We  must  ensure 
that  these  goals  are  being  and  will  continue  to  be  met.  These  pro- 
grams must  be  responsive  to  the  changing  demographic  profile  of 
our  country  both  in  terms  of  geographic  distribution  and  minority 
populations. 

The  changes  you  are  proposing  in  these  Titles  will  not  only  affect 
the  way  that  health  professionals  schools  train  their  students  but 
will  determine  who  goes  into  the  health  professions  and  whether 
we  have  a  sufficient  number  of  health  professionals  to  serve  the 
needs  of  the  diverse  populations  in  our  nation.  I  know  that  some 
of  the  health  professions  groups  have  some  concerns  about  the  con- 
solidations you  are  considering  and  I  am  interested  in  their  reac- 
tions to  the  proposal. 

Although  I  believe  that  we  must  look  to  ways  to  improve  the  law 
and  meet  the  goals  we  have  set  out  for  these  programs,  including 
consolidation,  I  also  believe  we  must  be  certain  that  we  are  not 
hurting  programs  that  have  worked  well. 

One  program  that  has  worked  extremely  well  is  the  Alzheimer's 
Demonstration  Grant  Program.  This  program  shows  how  Federal 
funds  can  be  channeled  to  States  to  stimulate  creative  thinking. 
The  goal  of  the  program  is  to  tie  Alzheimer's  families  to  existing 
service  systems  and  to  help  fill  the  gaps  in  those  systems.  With 
less  than  $5  million  a  year  from  the  Federal  Government,  15 
States,  including  my  own  State  of  Maryland,  have  developed  inno- 
vative strategies  to  help  Alzheimer's  families,  focusing  particularly 
on  hard  to  reach  underserved  minority  and  rural  communities. 

The  impact  of  this  minimal  Federal  investment  has  been  enor- 
mous. The  program  has  reached  an  estimated  4.5  million  persons. 
Grant  recipients  have  provided  educational  seminars  and  work- 
shops to  nearly  400,000  care  givers,  community  service  providers 
and  volunteers,  and  over  2,100  families  with  a  member  with  Alz- 
heimer's are  receiving  respite  services  including  adult  day  care,  in 
home  and  overnight  care. 

The  States  involved  in  these  programs  are  taking  what  they  are 
learning  and  sharing  it  with  state  officials  and  community  organi- 
zations across  the  country.  This  may  be  the  most  important  part 
of  the  program.  As  States  try  to  plan  and  adjust  to  the  massive 
changes  this  Congress  may  impose,  they  are  going  to  need  the  dem- 
onstrated expertise  of  these  programs  to  respond  to  the  needs  of 
the  4  million  Americans  who  are  living  with  Alzheimer's  disease 
today. 

Last  year,  this  committee  and  the  Senate  approved  this  legisla- 
tion as  part  of  a  larger  minority  health  professions  bill.  The  House 
was  prepared  to  accept  the  Senate  amendment  but,  like  so  many 
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things  at  the  end  of  the  session,  action  was  never  completed.  I  am 
grateful  to  the  Chair  for  putting  this  issue  back  before  the  commit- 
tee has  part  of  this  year's  Health  Professions  bill. 
Thank  you  again  Madam  Chairwoman. 

Joint  Prepared  Statement  of  the  American  College  of  Preventive  Medicine 
AND  THE  Association  of  Teachers  of  Preventive  Medicine 

The  American  College  of  Preventive  Medicine  (ACPM)  and  the  Association  of 
Teachers  of  Preventive  Medicine  (ATPM)  are  pleased  to  submit  jointly  this  state- 
ment concerning  the  reauthorization  of  health  professions  education  programs  under 
Title  Vn  of  the  Public  Health  Service  Act.  ACPM  is  the  national  medical  specialty 
society  of  physicians  whose  primary  interest  and  expertise  are  in  preventive  medi- 
cine. ATPM  is  the  professional  organization  of  academic  departments,  faculty  and 
others  concerned  with  undergraduate  and  postgraduate  medical  education  in  pre- 
ventive medicine. 

ACPM  and  ATPM  support  a  redefinition  of  the  goals  of  Title  VII  programs  and 
concur  with  the  need  to  define  measurable  objectives.  We  are  very  grateful  to  Sen- 
ator Kassebaum  and  the  Committee  for  asserting  thoughtful  leadership  in  undertak- 
ing this  task.  We  support  the  broad  outlines  of  Senator  Kassebaum  s  proposal  as 
we  now  understand  it,  and  appreciate  particularly  the  Senator's  recognition  of  dis- 
tinctive training  and  workforce  requirements  in  preventive  medicine.  The  purpose 
of  this  statement  is  to  describe  the  roles  of  preventive  medicine  both  in  our  nation's 
public  health  system  and  in  primary  care  systems,  and  to  suggest  ways  in  which 
the  proposal  could  be  revised  to  account  for  both  these  roles. 

WHAT  IS  preventive  MEDICINE? 

Prevention,  in  its  broadest  sense,  is  practiced  by  all  physicians  and  other  health 
professionals  who  help  their  patients  stay  healthy.  It  also  is  the  principal  goal  of 
our  nation's  state  and  local  health  departments,  who  perform  core  functions  in 
health  protection  and  promotion  that  no  single  private  institution  or  health  provider 
can  fulfill.  The  specialty  of  preventive  medicine  bridges  the  gap  between  the  per- 
spectives of  clinical  medicine  and  public  health.  Specialty  training  in  preventive 
medicine  requires  one  year  of  clinical  training,  one  year  of  academic  training  to  re- 
ceive a  master's  degree  in  public  health  or  the  equivalent,  and  one  year  of  super- 
vised practicum  experience.  ^ 

The  core  of  preventive  medicine  is  that  it  brings,  the  medical/scientific  model  of 

f>ractice,  applied  by  clinicians  to  diagnose  and  treat  individual  patients,  to  popu- 
ations,  or  groups  of  individuals.  Just  as  the  primary  care  clinician  provides  inte- 
grated preventive,  diagnostic  and  therapeutic  services  to  individuals,  the  preventive 
medicine  physician  continuously  monitors  the  health  of  a  defined  population,  evalu- 
ates the  risks  to  the  health  of  that  population,  and  intervenes  to  address  those 
risks. 

The  tools  of  preventive  medicine  are  the  population-based  health  sciences,  includ- 
ing epidemiology,  biostatistics,  environmental  and  occupational  health,  planning, 
management  and  evaluation  of  health  services,  and  the  social  and  behavioral  as- 
pects of  health  and  disease.  These  are  the  classic  tools  of  practice  in  public  health 
agencies,  but  they  have  grown  in  importance  in  other  health  care  settings  where 
there  is  increasing  recognition  that  improving  the  health  of  a  patient  population  and 
reducing  the  costs  of  medical  care  also  require  application  of  the  population-based 
health  sciences. 

Departments  of  preventive  medicine,  community  medicine,  or  social  medicine  in 
medical  schools,  schools  of  public  health,  and  preventive  medicine  residency  pro- 
grams (which  are  located  in  medical  schools,  schools  of  public  health,  and  a  few 
health  departments),  are  the  loci  of  expertise  in  the  population-based  health 
sciences.  These  disciplines,  however,  are  not  and  should  not  oe  the  exclusive  prov- 
ince of  public  health  or  preventive  medicine  specialists.  They  should  also  be  an  inte- 
gral aspect  of  the  training  and  practice  of  all  health  professionals  who  provide  pri- 
mary care  or  who  contribute  to  primary  care  systems.  Increasingly  they  are  indivis- 
ible from  clinical  decision-making,  as  well  as  from  such  areas  as  outcomes  research, 


^The  American  Board  of  Preventive  Medicine  certifies  physicians  in  three  specialty  areas: 
general  preventive  medicine/public  health;  occupational  medicine;  and  aerospace  medicine.  This 
statement  refers  only  to  the  specialty  area  of  general  preventive  medicine/public  health,  the  field 
of  preventive  medicine  whose  residency  programs  have  been  funded  under  Title  VII  of  the  Public 
Health  Service  Act. 
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quality  improvement,  and  the  management  and  information  sciences  with  which  all 
primary  care  practitioners  now  need  to  be  conversant. 

We  believe,  therefore,  that  federal  support  for  preventive  medicine  training  not 
only  can  help  meet  the  workforce  needs  of  medically  underserved  geographic  areas 
and  public  health  departments,  but  also  can  have  a  synergistic  effect  by  strengthen- 
ing tne  ability  of  health  professions  schools  to  respond  to  a  rapidly-evolving  health 
care  system  by  teaching  the  population-based  health  sciences  as  an  integral  aspect 
of  primary  care. 

THE  IMPACT  OF  FEDERAL  SUPPORT  FOR  PREVENTIVE  MEDICINE  TRAINING 

The  small  sums  appropriated  for  preventive  medicine  residency  training  under 
Title  VII  have  been  the  exclusive  federal  support  for  programs  training  physicians 
in  general  preventive  medicine  and  public  health  (other  than  the  residency  pro- 
grams conducted  by  the  Centers  for  Disease  Control  and  Prevention  and  the  mili- 
tary). Medicare  graduate  medical  education  funds  have  been  largely  unavailable  to 
these  programs  because  they  are  based  not  in  hospitals  but  in  community  outpatient 
and  public  health  settings.  Because  preventive  medicine  programs  derive  little  or  no 
revenue  from  one-on-one  patient  care,  this  common  source  of  funds  for  physician 
training  also  is  unavailable. 

Currently,  residency  programs  scramble  to  patch  together  funding  packages  for 
their  residents.  Funding  from  any  source  is  available  for  only  60  percent  of  preven- 
tive medicine  residency  positions.  The  remainder  of  the  openings  go  unfilled  due  to 
lack  of  funds,  and  potential  applicants  must  be  turned  away. 

A  1991  survey  of  all  1,070  graduates  of  general  preventive  medicine/public  health 
residency  programs  from  1979  to  1989  conducted  by  Battelle,  an  independent  con- 
sultant under  contract  to  the  Centers  for  Disease  Control  and  Prevention  and  the 
Health  Resources  and  Services  Administration  provided  a  clear  picture  of  the  accom- 
plishments of  the  training  programs  and  the  impact  of  these  federal  funds.  A  major- 
ity of  the  graduates  have  initiated  or  managed  major  programs  in  prevention  and 
control  of  infectious  disease,  chronic  disease,  sexually  transmitted  diseases,  or  ma- 
ternal and  child  health.  In  addition  to  creating  and  running  community  health  pro- 
grams such  as  these,  60  percent  of  the  graduates  engage  in  research  in  disease  pre- 
vention and  health  promotion,  and  70  percent  also  take  care  of  individual  patients. 

This  survey  also  documented  that  funds  invested  in  training  these  physicians 
have  a  lasting  impact.  Ninety  percent  of  preventive  medicine  graduates  remain  in- 
volved in  public  health  or  preventive  medicine.  Moreover,  Title  VII  funds  were 
shown  to  be  directly  related  to  the  viability  of  preventive  medicine  residency  pro- 
grams. In  programs  that  have  received  federal  grants,  the  number  of  graduates  nas 
more  than  doubled  since  1983.  Conversely,  the  number  of  graduates  of  programs 
that  no  longer  receive  federal  funds  has  decreased  significantly. 

The  Council  on  Graduate  Medical  Education  (COGME)  has  consistently  found  a 
shortage  of  physicians  trained  in  preventive  medicine  and  recommended  increasing 
the  supply  of  such  physicians  as  a  national  goal.  Federal  policies  concerning  the  fi- 
nancing of  graduate  medical  education,  however,  have  yet  to  respond  to  tnis  rec- 
ommendation. 

PREVENTIVE  MEDICINE  IN  PUBLIC  HEALTH  DEPARTMENTS 

Preventive  medicine  residencies  have  a  long  tradition  of  training  and  placing  phy- 
sicians in  public  health  departments.  The  Battelle  survey  showed  that  about  21  per- 
cent of  general  preventive  medicine/public  health  graduates  were  employed  in  state 
and  local  health  departments.  Moreover,  five  state  nealth  departments  and  two  local 
health  departments  run  their  accredited  residency  programs  for  the  purpose  of 
training  public  health  physicians. 

The  preliminary  proposal  for  restructuring  Title  VII  recognizes  this  role  clearly 
by  providing  for  support  of  preventive  medicine  residencies  independent  of  primary 
care  residencies  in  clinical  specialties  and  establishing  a  funding  preference  for 
those  residencies  that  place  graduates  in  public  health  departments.  We  fully  sup- 
port this  aspect  of  the  proposal,  and  recommend  that  the  legislation  clarify  that  pub- 
lic health  departments  with  accredited  residency  programs  are  themselves  eligible 
to  apply  for  funds. 

The  preliminary  proposal  also  addresses  public  health  workforce  shortages  by  con- 
solidating various  scholarship  and  loan  programs  into  a  flexible  National  Health 
Corps  program  in  which  public  health  professionals  would  qualify  to  participate  by 
serving  in  state  and  local  health  departments.  We  also  support  this  approach,  and 
urge  tnat  non-physicians  trained  in  accredited  medical  school  graduate  programs  in 
public  health  be  included  among  the  eligible  professionals. 
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PREVENTIVE  MEDICINE  IN  PRIMARY  CARE  SETTINGS 

Preventive  medicine  specialists  in  their  roles  as  physicians  to  defined  population 
do  serve  communities  of  patients  in  such  settings  as  community  health  centers  and 
health  maintenance  organizations.  Some  residency  training  programs  place  heavy 
emphasis  on  training  in  community-oriented  primary  care,  in  which  clinical  primary 
care  and  population-based  health  services  are  integrated,  and  their  graduates  con- 
tinue to  work  in  these  settings.  Moreover,  an  increasing  number  of  preventive  medi- 
cine residents,  about  half  the  entering  residents,  have  also  been  trained  in  a  clinical 
primary  care  specialty.  They  are,  therefore  fully  qualified  to  play  dual  roles  in  pro- 
viding hoih  comprehensive  primary  patient  care  and  community  health  services. 

We  strongly  urge,  therefore,  that  a  funding  preference  for  preventive  medicine 
residencies  whose  graduates  go  on  to  serve  in  underserved  areas  be  added  to  the 
preference  for  those  whose  graduates  serve  in  public  health  departments.  Such  a 
preference  would  recognize  the  important  role  of  preventive  medicine  in  enhancing 
primary  care  services  and  help  encourage  community-oriented  primary  care  in  un- 
derserved areas. 

For  the  same  reason,  we  also  strongly  recommend  that  legislation  clarify  that  pre- 
ventive medicine  physicians  are  eligible  to  participate  in  the  new  National  Health 
Service  Corps  program.  The  advisory  committee  to  the  current  program  has  rec- 
ommended that  preventive  medicine  physicians  be  added  to  the  list  of  eligible  pro- 
viders. The  growing  recognition  of  the  importance  of  population-based  health  serv- 
ices in  primary  care  settings  and  the  objective  of  adding  to  the  flexibility  of  the  pro- 
gram amply  justify  such  a  provision. 

ACPM  and  ATPM  look  forward  to  the  committee's  deliberations  on  health  profes- 
sions education  and  are  eager  to  work  with  the  committee  to  find  the  most  efficient 
ways  to  apply  limited  resources  to  help  meet  national  workforce  objectives. 

Prepared  Statement  of  the  American  Association  for  Respiratory  Care 

The  American  Association  for  Respiratory  Care  (AARC),  a  37,000  member  profes- 
sional association,  welcomes  the  opportunity  to  submit  written  testimony  on  the 
hearing  regarding  the  consolidation  and  reauthorization  of  the  Health  Professions 
Education  Program  The  purpose  of  our  testimony  is  to  encourage  the  committee  to 
support  provisions  for  allied  nealth  education  ana  training  initiatives. 

Respiratory  care  is  an  allied  health  specialty  performed  under  medical  direction 
for  the  assessment,  treatment,  management,  diagnostic  evaluation,  and  care  of  pa- 
tients with  diseases  of  the  cardiopulmonary  system.  Respiratory  care  practitioners 
care  for  patients  ranging  from  the  premature  infant  whose  lungs  are  underdevel- 
oped to  the  elderly  patient  whose  lungs  are  diseased.  Individuals  who  suffer  from 
diseases  such  as  emphysema,  bronchitis  and  lung  cancer;  children  who  suffer  from 
asthma  or  are  afflicted  with  cystic  fibrosis;  and  patients  of  all  ages  who  require  the 
use  of  a  ventilator  to  breathe — they  are  all  often  cared  for  by  tne  respiratory  care 
practitioner. 

The  Association  supports  the  need  to  curtail  federal  spending  and  consolidate 
fund  initiatives  into  more  workable  and  more  efficient  programs.  We  are  concerned, 
however,  that  the  important  programs  supporting  the  allied  health  professions' 
grants  under  Section  767  of  the  Public  Health  Service  Act  will  be  efTectively  termi- 
nated. We  would  hope  Congress  will  specify,  either  within  the  reauthorization  legis- 
lative language  or  via  report  language,  that  at  a  minimum,  allied  health  programs 
or  personnel  would  be  eligible  to  participate  in  the  newly  created  block  grant  edu- 
cational programs.  As  the  association  representing  respiratory  care  practitioners,  we 
would  urge  that  respiratory  therapy  specifically,  or  allied  health  professions  in  gen- 
eral, be  delineated  as  participating  professions  in  the  National  Health  Service  Cows 
Scholarship  and  Loan  Repayment  Program. 

Two  million  allied  health  professionals  representing  approximately  50  percent  of 
this  nation's  entire  health  workforce  have  a  major  role  in  providing  a  comprehensive 
range  of  primary  care,  diagnostic  treatment,  and  rehabilitative  services  in  a  wide 
variety  of^  settings.  Currently,  there  are  over  100,000  respiratory  care  practitioners 
throughout  the  country.  7he  ability  of  the  allied  health  professions  to  contribute  to 
primary  care  is  impeded,  however,  due  to  severe  workforce  shortages  which  charac- 
terise several  of  these  occupational  groups,  especially  in  rural  and  inner-city  areas. 

Increased  amounts  of  home  health  care  will  nave  to  be  provided  to  older  patients; 
allied  health  professionals  such  as  respiratory  therapists  will  figure  prominently  in 
providing  the  necessary  services  and  an  inadequate  supply  of  allied  health  practi- 
tioners will  make  it  increasingly  more  difficult  for  these  less  costly  alternatives  to 
be  used  to  maximum  advantage. 
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Innovative  programs  initiated  under  the  Allied  Health  Special  Projects  Grants 
such  as  developing  multiskilled  allied  health  practitioners  will  better  meet  the 
health  care  needs  of  this  nation's  citizens  as  we  move  toward  the  21st  century. 
These  forward-looking  programs  have  been  created  under  the  project  grant,  and  the 
results  are  being  disseminated  across  the  country  by  changing  the  professions'  edu- 
cational course  curriculum.  We  fear  that  these  types  of  projects  for  allied  health  will 
be  subsumed  during  the  restructuring  efforts. 

We  would  point  out  that  even  a  written  document  developed  by  Labor  and  Human 
Resources  Committee  staff  have  noted  the  success  allied  health  has  had  in  providing 
health  care  practitioners  in  underserved  areas.  We  would  also  point  out  that  the 
same  document  further  states  that  funding  is  so  small  for  allied  health  that  there 
may  be  little  overall  nationwide  impact.  We  would  urge  the  committee  not  to  erase 
the  impact  allied  health  funding  is  having,  small  as  it  may  be.  We  would  rec- 
ommend that  reauthorization  legislative  language  specifically  permit  allied  health 
to  effectively  compete  in  the  various  health  professions  education  consolidated  pro- 
grams. 

Prepared  Statement  of  the  National  Association  of  Insurance 
Commissioners 

introduction 

Good  morning  Mr.  Chairman  and  members  of  the  subcommittee,  my  name  is 
Brian  Atchinson.  I  am  Vice  President  of  the  National  Association  of  Insurance  Com- 
missioners (NAIC)  and  Superintendent  of  the  Bureau  of  Insurance  for  the  State  of 
Maine. 

The  NAIC  is  the  nation's  oldest  association  of  state  public  officials,  composed  of 
the  chief  insurance  regulators  of  the  fifty  states,  the  District  of  Columbia,  and  four 
U.S.  territories.  On  benalf  of  the  NAIC,  I  would  like  to  thank  you  for  providing  me 
with  the  opportunity  to  address  you  this  morning  concerning  the  experiences  of^con- 
sumers  and  the  state  insurance  departments  with  the  federal  Employee  Retirement 
and  Income  Security  Act,  also  know  as  "ERISA". 

As  you  know,  ERISA  is  a  complex  statute  with  broad  applicability  to  the  regula- 
tion of  employee  benefit  plans  in  both  the  pension  and  health  plan  area.  Indeed, 
ERISA  has  established  many  needed  protections  for  beneficiaries  of  employee  bene- 
fit plans — particularly  pension  plans.  However,  ERISA  provides  inadequate  protec- 
tions to  employees  who  receive  their  health  benefits  through  health  plans  governed 
by  ERISA.  Today,  I  will  address  what  state  regulators  oelieve  to  be  the  short- 
comings in  ERISA's  regulation  of  employee  health  benefit  plans. 

The  state  insurance  regulators  believe  that  health  care  consumers  who  receive 
their  health  benefits  through  health  plans  governed  by  ERISA  deserve  heightened 
protection  in  several  areas.  First,  all  consumers  of  health  care  coverage  should  have 
the  benefits  of  enhanced  portability  and  a  reduction  in  the  use  of  exclusions  and 
rate  hikes  based  upon  an  individual's  or  group's  health  status.  Thus,  insurance  re- 
forms should  be  made  applicable  to  all  types  of  health  plans,  whether  they  are  gov- 
erned at  the  state  or  federal  level.  Second,  employees  should  be  provided  with  a  low 
cost,  accessible  and  meaningful  way  to  address  complaints  they  may  have  with  ei- 
ther the  administration  or  benefits  provided  through  their  health  plan.  Third,  em- 
ployees have  a  right  to  have  the  terms  of  their  health  plan  disclosed  to  them  in  a 
clear  and  understandable  fashion  and  to  be  assured  that  the  plan  will  abide  by 
these  terms.  Fourth,  all  ERISA  health  plans  should  be  subject  to  requirements 
which  assure  that  they  are  solvent — that  is,  that  they  are  able  to  provide  the  bene- 
fits they  have  promised  beneficiaries.  Finally,  all  health  plans  should  be  required 
to  conform  to  quality  control  measures  and  report  uniform  data  relating  to  the  serv- 
ices provided  to  their  beneficiaries.  Such  requirements  will  assure  that  consumers 
are  provided  with  quality  health  care.  In  addition,  in  these  days  of  spiralling  health 
cue  costs,  data  collection  concerning  these  plans  will  enable  policymakers  to  under- 
stand where  health  care  dollars  are  being  spent  so  that  they  can  work  to  control 
overall  health  care  costs. 

BACKGROUND:  ERISA  AND  THE  GOVERNANCE  OF  EMPLOYER  HEALTH  PLANS 

Admirably,  the  overarching  and  express  purpose  of  ERISA  is  the  protection  of 
beneficiaries  of  employer-sponsored  benefit  plans.  The  preamble  to  the  statute  states 
that  the  statute  seeks  to  protect: 

the  interests  of  participants  in  employee  benefit  plans  and  their  beneficiaries,  by 
requiring  the  disclosure  and  reporting  to  participants  and  beneficiaries  of  financial 
and  other  information  with  respect  thereto,  by  establishing  standards  of  conduct,  re- 
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sponsibility,  and  obligation  for  fiduciaries  of  employee  benefit  plans,  and  by  provid- 
ing for  appropriate  remedies,  sanctions  and  ready  access  to  the  federal  courts. 

29  U.S.U.  Sec  1001(b).  (emphasis  added).  Importantly,  employer  health  plans  gov- 
erned by  ERISA  are  not  excluded  from  this  purpose.  Tnus,  the  statute  seeKs  to  pro- 
tect the  interests  of  beneficiaries  of  all  employee  benefit  plans  governed  by  ERISA — 
including  health  plan  beneficiaries. 

However,  many  important  consumer  protections  were  omitted  from  the  portion  of 
ERISA  governing  health  plans.  In  fact,  the  provisions  in  ERISA  relating  to  health 
benefit  plans  only  make  up  a  small  portion  of  the  statute  itself.  Twenty  years  after 
the  enactment  of  this  statute,  consumers  continue  to  experience  the  detrimental  ef- 
fects of  this  imbalance. 

ERISA  currently  contains  sweeping  language  which  preempts  many  state  laws 
which  would  otherwise  govern  employer-sponsored  health  plans.  ERISA  preempts 
state  laws  "insofar  as  they  may  now  or  hereafter  relate  to  any  employee  benefit  plan 
.  .  .  29  U.S.C.  Sec.  1144(a).  The  statute  exempts  state  laws  regulating  insur- 
ance from  this  preemption.  However,  twenty  years  and  many  court  decisions  later, 
the  one  thing  that  is  clear  from  this  statute  is  that  this  preemption  language  is  both 
far-reaching  and  confusing.  Thus,  in  addition  to  the  gaps  in  consumer  protections 
under  ERISA,  there  has  been  groat  uncertainty  regarding  its  interpretation.  The 
scope  of  ERISA's  preemption  and  the  lack  of  clarity  in  the  statute  has  had  a 
"chilling  efTect"  on  certain  state-level  health  reform  activity. 

For  the  purpose  of  this  testimony,  I  will  call  all  health  plans  governed  by  ERISA 
"ERISA  health  plans".  However,  it  is  important  to  note  that  the  nature  of  the  fed- 
eral requirements,  and  the  extent  to  which  the  plan  is  subject  to  certain  state  laws, 
depends  upon  the  specific  structure  of  the  plan.  For  example,  different  requirements 
apply  to  single  employer-spwnsored  plans,  as  opposed  to  those  formed  pursuant  to 
collective  bargaining  agreements.  Furthermore,  if  an  employer  chooses  to  provide 
his  or  her  employees  with  "insured  coverage" — the  substance  of  that  coverage  and 
the  solvency  of  tne  plan  is  regulated  by  the  states.  "'sVhereas  if  an  employer  "self- 
funds"  the  coverage,  the  regulation  of  the  plan,  to  the  extent  to  which  such  regula- 
tion takes  place,  is  entirely  at  the  federal  level.  In  either  event,  however,  a  broad 
array  of  elements  of  such  plans  are  regulated  by  ERISA. 

ERISA  has  had  a  huge  impact  upon  the  delivery  of  health  care  coverage  in  this 
country.  A  recent  study  by  the  General  Accounting  Office  in  1993  estimated  that 
only  24  percent  of  Americans  received  their  health  coverage  ihrough  insured  plans 
govemea  by  the  states.  Health  Insurance  Regulation:  Wide  Variation  in  States'  Au- 
thority, Oversight  and  Resources,  GAO/HRD-94-26,  December  27,  1993.  That  means 
that  tne  remaining  portion  of  the  American  public  that  has  health  care  coverage  re- 
ceives this  coverage  through  plans  governed  by  ERISA — or  through  Medicare  and 
Medicaid  and  otlier  public  programs.  The  growing  portion  of  the  population  which 
is  receiving  its  coverage  through  ERISA-governed  arrangements  makes  it  all  the 
more  important  that  (Jongress  ensure  that  beneficiaries  oT  ERISA  health  plans  are 
accorded  meaningful  protections  with  regard  to  this  coverage. 

INSURANCE  REFORM  AND  ERISA  HEALTH  PLANS 

Several  Members  of  the  104th  Congress  have  introduced  bills  which  include  mar- 
ket-based, incremental  reforms  of  the  health  care  system.  I  understand  that  Chair- 
man Fawell  soon  will  introduce  such  a  bill.  Many  bills  include  reforms  of  the  insur- 
ance market  in  order  to  achieve  enhanced  portability  and  affordability  of  consumers 
health  care  coverage.  Such  reforms  build  upon  the  strengths  of  the  existing  market 
and  include  restrictions  on  the  ability  of  plans  to  excluae  or  delay  coverage  due  to 
persons'  preexisting  health  care  conditions  and  require  that  plans  issue  coverage  to 
employer  groups  regardless  of  their  health  status. 

As  many  of  you  know,  the  states  have  paved  the  way  in  the  area  of  small  group 
insurance  reform — and  are  continuing  to  do  so.  To  date,  forty-seven  states  have  en- 
acted some  type  of  small  employer  group  insurance.  In  fact,  all  but  one  state  rep- 
resented on  this  subcommittee  has  enacted  small  group  health  insurance  reform  leg- 
islation. Many  of  these  state  laws  are  based  upon  the  NAIC's  Smal'  Employer 
Health  Insurance  Availability  Model  Act,  adopted  by  the  NAIC  in  1991.  The  NAIC 
Model  Act,  and  the  reforms  enacted  in  most  states,  are  designed  to  enhance  market 
competition  by  creating  a  level  playing  field  within  the  insured  marketplace  regu- 
lated by  the  states.  These  reforms  limit  the  ability  of  insurers  to  raise  rates  due 
to  the  claims  status  or  experience  of  a  certain  group.  They  also  enhance  portability 
by  prohibiting  insurers  from  imposing  preexisting  condition  limitation  on  groups 
which  had  previously  qualifying  coverage. 

However,  the  states  need  your  help  in  expanding  the  scope  of  these  reforms. 
ERISA  constrains  the  states'  ability  to  promote  portability  among  all  types  of  em- 
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ployer-sponsored  plans.  The  states  are  unable  to  apply  their  insurance  reform  stat- 
utes to  ERISA  health  plans.  The  NAIC  urges  that  Congress,  if  and  when  it  enacts 
health  insurance  reform  legislation,  do  so  in  a  manner  that  ensures  that  the  same 
reforms  apply  to  insured  and  non-insured  plans.  Such  a  level  playing  field  requires 
uniformity  of  not  only  the  standards  imposed,  but  of  the  stringency  and  level  of 
oversight  of  these  plans. 

If  proposed  federal  health  insurance  reform  legislation  creates  a  construct  under 
which  certain  ERISA  health  plans  and  insured  plans  are  subject  to  the  same  stand- 
ards, but  the  enforcement  of  these  standards  is  bifurcated  between  the  states  and 
the  federal  government — it  is  imperative  that  the  level  of  oversight  and  accountabil- 
ity of  these  plans  at  the  federal  level  be  significantly  increased  from  that  which  cur- 
rently exists  under  ERISA. 

It  is  also  critical  that  any  federal  health  insurance  reform  legislation  address  the 
individual  health  insurance  market.  For  self-employed  individuals,  as  well  as  other 
individuals  who  do  not  receive  coverage  through  an  employer  or  otherwise,  this  mar- 
ket often  offers  them  their  only  chance  at  coverage.  Unfortunately,  in  most  states, 
small  group  insurance  reform  laws  do  not  extend  to  the  self-employed  population. 
Furthermore,  although  some  states  have  acted  in  this  area,  many  states  have  not 
extended  reforms,  such  as  limits  on  insurers'  ability  to  increase  rates  based  upon 
a  person's  medical  condition,  or  limits  on  the  use  of  preexisting  condition  restric- 
tions, to  the  individual  health  insurance  market.  Consequently,  just  when  people 
need  it  most — in  times  of  transition,  when  starting  a  business  on  their  own,  or  when 
working  for  an  employer  who  does  not  offer  coverage,  many  individuals  find  them- 
selves denied  coverage  due  to  their  past  medical  history,  or  are  faced  with 
unafTordable,  spiralling  premium  costs. 

The  NAIC  has  been  working  on  amendments  to  its  small  group  reform  model  act 
which  would  extend  the  protections  of  small  group  reforms  to  one  life  self-employed 
groups.  It  is  likely  that  these  amendments  will  be  adopted  by  the  NAIC's  full  mem- 
bership at  its  National  Meeting  next  month.  In  addition,  the  NAIC  has  made  it  a 
priority  to  develop  a  model  law  to  address  some  of  the  inequities  in  the  individual 
market  over  the  coming  year. 

Such  state  level  reforms  are  indeed  important  and  can  enhance  the  availability 
and  affordability  of  insured  health  care  coverage.  However,  these  reforms  do  not 
take  place  in  a  vacuum.  To  the  contrary,  the  potential  success  of  such  state-level 
reforms  is  directly  linked  to  the  breadth  and  varied  health  status  within  the  insured 
marketplace.  If  the  market  incentives  are  such  that  only  healthy  groups  will  find 
it  beneficial  to  self-fund  their  coverage,  the  insured  market  place  will  become  the 
refuge  of  individuals  and  employer  groups  with  poor  or  "high  risk"  health  status. 
Such  an  occurrence  would  make  it  virtually  impossible  to  stabilize  rates  within  the 
insured  marketplace  in  a  way  which  would  make  coverage  truly  affordable.  It  is 
therefore  imperative  that  any  federal  insurance  reforms  create  a  truly  level  playing 
field — both  in  terms  of  the  standards  imposed,  the  level  of  oversight  and  the  cov- 
erage demands  placed  upon  each  segment  of  the  marketplace. 

The  partnership  created  between  the  federal  government  and  the  states  in  the  de- 
velopment and  enforcement  of  standards  for  Aledicare  Supplement  insurance  is  an 
example  of  a  way  in  which  the  federal  government  has  promoted  uniform  standards 
across  the  country  but  has  availed  itself  of  the  ongoing  strength  of  the  state  insur- 
ance departments:  consumer  protection.  In  that  instance,  the  states,  through  the 
NAIC,  worked  to  develop  the  standards  and  cnarrently  implement  and  enforce  these 
standards.  The  NAIC  stands  ready  to  offer  the  technical  expertise  of  the  states  to 
members  of  Congress,  and  their  stall,  as  you  consider  insurance  reforms.  We  encour- 
age you  to  build  upon  the  proven  success  of  this  type  of  federal/state  cooperation. 

CONSUMER  COMPLAINTS  AND  ERISA 

Currently,  ERISA  does  not  assure  that  beneficiaries  of  ERISA  health  plans  have 
access  to  meaningful  internal  nor  external  complaint  procedures  nor  remedies. 

INTERNAL  APPEALS  AND  REVIEW  OF  HEALTH  PLAN  DECISIONS 

ERISA  does  not  guarantee  that  participants  in  both  insured  and  self-funded 
ERISA  health  plans  have  an  unbiased  and  independent  internal  review  process.  The 
statute  does  require  that  health  plans  provide  a  mechanism  for  participants  to  ap- 
peal a  plan's  denial  of  a  participant's  claim.  However,  if  a  person  is  dissatisfied  with 
the  result  of  this  appeal,  the  next  level  of  review  may  be  conducted  by  the  same 
fiduciary  party  who  denied  the  claim  initially.  Thus,  plan  participants  do  not  have 
the  opportunity  to  seek  an  independent  internal  review  of  a  plan  benefit  decision. 


97 


REVIEW  OF  CONSUMER  COMPLAINTS  BY  A  PUBLIC  AGENCY 

What  can  a  beneficiary  of  an  ERISA  health  plan  do  if  he  or  she  is  dissatisfied 
with  a  decision  made  by  his  or  her  health  plan?  Unfortunately,  ERISA  plan  partici- 
pants do  not  have  recourse  to  a  public  agency  that  has  jurisdiction  over  these  plans 
and  the  capacity  to  respond  to  the  beneficiary's  concerns  in  a  timely  and  aggressive 
manner.  The  beneficiary  may  file  a  complaint  with  the  U.S.  Department  of  Labor. 
However,  the  Department  of  Labor's  employee  benefit  complaint  review  program  is 
very  limited — as  the  Department  itself  has  admitted. 

The  Department  of  Labor's  Task  Force  on  Assistance  to  the  Public  (1992)  stated 
that,  for  complaints  that  appear  to  have  merit,  its  Division  of  Technical  Assistance 
and  Inquiries  tries  to  seek  a  response  from  plan  administrators.  However,  if  the 
plan  official  does  not  agree  to  approve  the  benefits,  the  staff  member  will  not  pursue 
the  matter  further.  Instead,  DOL  staff  will  either  suggest  that  the  claimant  seek 
legal  counsel  or  will  refer  the  matter  to  the  DOL's  Office  of  Enforcement.  Thus,  as 
the  Department  of  Labor's  Task  Force  noted,  the  Department  of  Labor  does  not  have 
an  explicit  statutory  mandate  to  assist  individuals  who  wish  to  pursue  complaints 
related  to  ERISA  health  benefit  plans  and  its  activity  in  this  area  is  minimal. 

By  contrast,  while  participants  in  self-funded  ERISA  health  plans  only  can  appeal 
to  an  ill-equipped  Department  of  Labor,  beneficiaries  of  insure  a  ERISA  health  plans 
have  access  to  state  insurance  departments  to  obtain  an  independent  and  informal 
review  of  their  complaints.  Many  state  insurance  departments  try  to  help  bene- 
ficiaries of  ERISA  self-funded  and  insured  health  plans,  although  they  have  no  ju- 
risdiction over  the  self-funded  plans  and  limited  iurisdiction  over  the  insured  ERISA 
health  plans.  For  example,  during  1994,  the  Wisconsin  Insurance  Department  re- 
ceived 996  complaints  relating  to  self-funded  ERISA  health  plans  out  of  a  total  of 
4,666  complaints  concerning  health  care  coverage.  Thus,  complaints  regarding  self- 
funded  ERISA  health  plans  comprised  over  20  percent  of  the  complaints  regarding 
health  care  coverage  received  by  the  state's  insurance  department  last  year,  even 
though  it  has  no  enforcement  authority  over  these  plans.  Despite  its  lack  of  jurisdic- 
tion over  these  entities,  the  Wisconsin  Insurance  Department  was  able  to  help  bene- 
ficiaries recover  $281,347  from  these  plans.  One  could  only  speculate  as  to  the  addi- 
tional numbers  of  beneficiaries  of  sucn  plans  who  had  complaints,  but  did  not  even 
attempt  to  call  the  state  insurance  departments — perhaps  because  they  realized 
that  tne  department  did  not  have  jurisaiction  over  these  plans.  The  Alaska  Insur- 
ance Department  recently  reported  receiving  approximately  twenty-five  calls  a  week 
from  consumers  having  problems  with  self-funded  ERISA  health  plans. 

Clearly,  ERISA  fails  to  provide  participants  with  an  effective  external  administra- 
tive appeal  mechanism. 

LIMITED  REDRESS  AVAILABLE  TO  ERISA  PLAN  BENEFICIARIES  THROUGH  LITIGATION 

As  noted  above,  if  participants  in  ERISA  health  plans  feel  they  have  been  ag- 
grieved by  the  decisions  of  their  plan  administrators,  they  may  not  have  much  suc- 
cess with  the  limited  internal  and  administrative  remedies  available  under  ERISA. 
Consequently,  despite  the  difficulty  and  expense  presented  by  this  option,  a  bene- 
ficiary may  choose  to  pursue  his  or  her  claim  through  litigation.  Importantly,  it  is 
unlikely  that  someone  will  choose  to  litigate  smaller  claims.  Therefore,  for  many 
claims,  ERISA  provides  consumers  with  no  meaningful  remedy.  Furthermore,  even 
when  a  beneficiary  pursues  a  court  suit,  ERISA  seriously  restricts  the  avenues  of 
redress  available  to  ERISA  beneficiaries. 

ERISA  does  permit  a  participant  to  bring  a  court  action  for  recovery  of  benefits 
which  an  ERISA  health  plan  owes  them.  However,  the  plan  can  remove  most  state 
court  actions  to  federal  court — a  forum  in  which  plaintiffs  often  must  wait  for  many 
years  before  their  claim  can  come  to  trial.  In  addition,  once  in  federal  court,  ERISA 
preempts  many  state  law  claims.  For  example,  it  preempts  a  state  common  law 
cause  of  action  for  failure  to  process  a  benefits  claim  in  gooa  faith. 

Furthermore,  ERISA  prevents  states  from  implementing  innovative  dispute  reso- 
lution mechanisms  for  participants  in  ERISA  health  plans.  Hence  the  states'  hands 
are  completely  tied;  ERISA  hampers  state  efforts  to  spare  individuals  and  busi- 
nesses the  cost  and  time  of  litigation. 

Thus,  as  outlined  above,  ERISA  seriously  impairs  the  ability  of  ERISA  partici- 
pants to  enforce  the  benefits  provided  to  them  by  ERISA  health  plans.  Congress 
should  correct  this  egregious  deficiency  within  the  statute.  The  current  scope  of 
ERISA's  preemption  of  state  law  remedies  only  should  remain  if  statutory  changes 
are  enacted  which  assure  meaningful  governmental  oversight  and  authority  over 
ERISA  health  plans'  claim  and  coverage  determinations.  Further,  participants  niust 
be  provided  with  internal  and  external  appeal  mechanisms  in  addition  to  the  right 
to  appeal  to  federal  court. 
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FAIR  DISCLOSURE  OF  TERMS  OF  COVERAGE 

ERISA  fails  to  ensure  that  ERISA  plan  beneficiaries  receive  complete  and  mean- 
ingful disclosure  of  plan  benefits  and  plan  changes.  While  the  statute  does  require 
health  plans  to  distribute  a  summary  of  the  plan,  annual  reports  and  a  summary 
of  material  modifications  to  the  plan  to  plan  participants,  it  does  not  require  any 
outside  or  administrative  agency  review  of  the  documents.  Furthermore,  if  a  plan 
has  been  changed,  ERISA  does  not  require  prompt  notification  of  the  changes.  In- 
stead, plan  administrators  have  as  long  as  210  days — over  six  months — to  notify 
beneficiaries  of  plan  changes. 

This  absence  of  meaningful  notice  under  federal  law  contrasts  with  the  rights 
available  to  beneficiaries  under  state  law.  If  an  employee  is  fortunate  enough  to 
have  an  employer  who  is  offering  an  insured  plan,  the  plan's  policy  forms  are  sub- 
iect  to  review  by  the  state  insurance  departments.  Most  states  also  require  insured 
health  plans,  including  insured  ERISA  health  plans,  to  give  participants  prompt  no- 
tice of  changes  to  the  plans.  Beneficiaries  of  non-insured  ERISA  nealth  plans  are 
at  the  mercy  of  their  plan. 

FAIR  COVERAGE 

Critics  of  state  insurance  laws  often  object  to  the  benefit  requirements  under  cer- 
tain state  laws  as  overly  onerous  and  restrictive.  However,  let  us  examine  the 
shocking  effect  of  ERISA's  absence  of  coverage  requirements.  A  family,  the  Browns, 
had  a  cnild  born  with  severe  congenital  defects.  Their  self-funded  single  employer- 
sponsored  ERISA  plan  refused  to  provide  coverage  for  the  child  because  it  only  cov- 
ered newborns  thirty-one  days  after  birth,  and,  even  then,  only  provided  coverage 
if  these  newborns  had  no  disabilities.  For  years,  state  insurance  law  has  banned 
such  shocking  and  disgraceful  exclusions.  However,  when  the  Brown  family  chal- 
lenged this  exclusion  in  court,  the  U.S.  Court  of  Appeals  for  the  Fifth  Circuit  was 
forced  to  acknowledge  that  ERISA's  preemption  of  state  insurance  laws  left  the 
Browns  without  coverage  for  their  child.  See  Brown  v.  Granatelii,  897  F.2d  1351 
(5th  Cir.  1990). 

While  we  would  agree  that  employers  should  have  certain  flexibility  with  respect 
to  the  coverage  they  ofier  employees — consumers  deserve  more  protection  than  that 
currently  provided  by  ERISA. 

ERISA  should  be  revised  to  ban  egregious  exclusionary  practices. 

In  addition,  ERISA  has  permitted  ERISA  health  plans  to  terminate  or  reduce  the 
maximum  amount  of  benefits  provided  for  a  certain  type  of  illness.  This  has  had 
particularly  onerous  consequences  for  individuals  with  disabilities  or  life-threaten- 
ing illnesses,  such  as  AIDS.  See  McCann  v.  H  &  H  Music,  742  F.  Supp.  392  (S.D. 
Tex.  a  1990)  afi"d  946  F.2d  401  (5th  Cir.  1991),  cert,  denied  113  S.  Ct.  482  (1992). 
The  a  American  with  Disabilities  Act  ("ADA  ")  of  1990  has  improved  the  situation 
somewhat. 

The  U.S.  Equal  Employment  Opportunity  Commission  (EEOC)  has  issued  enforce- 
ment guidelines  under  the  ADA  which  only  allow  an  ERISA  health  plan  to  termi- 
nate benefits  if  the  plan  can  demonstrate  that  the  benefit  termination  is  not  a  "sub- 
terfuge" or  made  with  the  subjective  intent  to  disciiminate  against  a  particular  dis- 
ability. See  "Interim  Enforcement  Guidance  on  the  Application  of  the  ADA  to  Dis- 
ability-Based Distinctions  in  Employer  Provided  Health  Insurance",  EEOC,  June  8, 
1993.  However,  the  federal  courts  have  not  definitively  interpreted  the  relationship 
between  ERISA  health  plan  discretion  and  individuals'  rights  under  the  ADA.  The 
application  of  the  ADA  to  ERISA  health  plans  should  be  clarified  by  federal  statute. 
Further,  since  the  ADA  does  not  apply  to  very  small  employers,  federal  law  should 
clearly  prohibit  all  ERISA  health  plans  from  discriminating  against  particular 
groups  or  disabilities  in  their  provision  of  health  care  coverage. 

ERISA  HEALTH  PLANS  SHOULD  BE  SUBJECT  TO  SOLVENCY  REQUIREMENTS 

Unlike  pension  plans,  ERISA  health  plans  are  exempt  from  any  meaningful  finan- 
cial standards  or  oversight.  Self-funded  ERISA  health  plans  are  specifically  excepted 
from  ERISA's  minimum  participation  standards,  minimum  vesting  standards,  bene- 
fit accrual  requirements  and  minimum  funding  standards.  Therefore,  ERISA  does 
not  subject  self-funded  health  benefit  plans  to  the  same  initial  financing  standards 
as  it  does  pension  plans.  ERISA  also  contains  no  requirements  to  regulate  the  con- 
tinued solvency  of  self-funded  ERISA  health  plans  once  they  go  into  operation.  Even 
worse,  ERISA  provides  absolutely  no  financial  safety  net  for  tne  beneficiaries  of  self- 
funded  ERISA  health  plans.  This  omission  stands  in  sharp  contrast  to  state  guar- 
anty funds,  which  undergird  insured  plans — including  insured  ERISA  health  plans, 
and.  the  Pension  Benefits  Guarantee  corporation,  the  safety  net  for  pension  plans. 
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EAISA's  limited  requirements  relating  to  the  payment  of  claims  have  no  teeth. 
While  ERISA  obligates  claim  fiduciaries  to  pay  valid  claims  submitted — this  does  lit- 
tle to  help  plan  participants  if  a  plan  goes  insolvent.  In  such  a  case,  participants 
can  do  little  other  than  join  the  bankrupt  employer's  other  creditors  to  pursue  the 
firm's  remaining  assets. 

ERISA  should  recognize  that  all  entities  which  bear  risk  in  connection  with  the 
provision  of  health  care  coverage,  including  ERISA  health  plans,  should  be  subject 
to  financial  regulation  and  standards.  These  include  initial  capital  requirements, 
risk -based  capital  requirements  (capital  requirements  adjusted  for  the  level  of  risk 
assumed  by  the  entity)  and  efTective  protection  for  participants  in  the  event  of 
health  plan  insolvency.  Furthermore,  all  types  of  health  plans  should  be  subject  to 
ongoing  regulation  of  their  financial  condition. 

QUALITY  HEALTH  CARE 

With  the  increased  prevalence  of  managed  care  in  the  health  care  market,  the  ad- 
ministration of  ERISA  health  plans  have  become  inextricably  linked  with  the  qual- 
ity of  the  health  care  provided  through  the  plan.  For  example,  plan  hospital 
preauthorization  requirements  or  utilization  review  requirements  can  determine 
whether  a  beneficiary  has  access  to  coverage  for  certain  medical  care.  Many  states 
regulate  heath  plan  utilization  review  procedures.  However,  in  the  case  oi  ERISA 
health  plans,  federal  courts  have  held  that  such  procedures  relate  to  the  administra- 
tion of  a  health  care  plan  and  therefore  are  preempted  by  ERISA.  ERISA's  preemp- 
tion therefore  removes  an  important  existing  check  on  the  quality  of  ERISA  health 
plans — and  provides  no  meaningful  federal  replacement  for  this  void. 

Federal  courts  have  expressed  concern  regarding  the  scope  of  ERISA's  preemption 
in  this  area.  In  addressing  the  question  of  whether  ERISA  shielded  a  self-funded 
ERISA  health  plan  from  claims  relating  to  actions  performed  in  connection  with  the 
administration  of  the  plan,  the  court  for  the  Third  Circuit  noted  that  "[ERISAl  re- 
moves an  important  check  on  the  thousands  of  medical  decisions  routinely  made  in 
the  burgeoning  utilization  review  system  .  .  .  there  is  no  deterrence  for  sub- 
standard medical  decision  making  ,  .  .  bad  medical  judgments  will  end  up 
being  cost  free  .  .  .  ERISA  health  plans  will  have  one  less  incentive  to  seek  out 
the  companies  that  can  deliver  both  high  quality  services  and  reasonable  prices." 
Corcoran  v.  United  Health  Inc.,  965  F.2d  1321,  1338  (3d  Cir.  1992).  The  NAIC 
shares  the  Court's  concern. 

ERISA  should  be  amended  to  provide  plan  participants  with  a  way  to  seek  redress 
if  they  suffer  an  injury  due  to  the  negligence  or  malfeasance  in  the  administration 
of  a  plan. 

DATA  REPORTING 

When  used  appropriately,  health  data  on  plan  participants  can  lead  to  better 
management  of  health  care  costs,  employee  prevention  and  education  efforts,  im- 
proved quality  of  service  and  more  effective  coverage.  However,  at  the  moment  there 
are  no  federal  requirements  which  subject  non-insured  ERISA  health  plans  to  qual- 
ity standards  or  any  data  reporting  requirements.  Further,  states  are  restricted 
from  requesting  such  information  from  these  plans — thus  thwarting  any  efTorts  to 
monitor  and  improve  the  overall  health  status  of  communities.  Furthermore,  ERISA 
currently  does  not  address  the  privacy  concerns  of  participants  in  ERISA  health 
plans. 

ERISA  should  be  revised  to  allow  for  the  collection  of  health  data  concerning 
ERISA  health  plan  participants  and  to  protect  the  privacy  and  confidentiality  of 
sensitive  beneficiary  information. 

CONCLUSION 

Since  its  enactment,  ERISA's  provisions  relating  to  employee  health  plans  have 
had  increasing  import  and  meaning  for  the  millions  of  Americans  who  receive  their 
health  care  coverage  under  these  arrangements.  As  I  have  spelled  out,  we  urge  you 
not  to  forget  these  Americans  when  you  consider  enacting  federal  health  insurance 
reform.  Any  federal  insurance  reforms  should  be  made  applicable  to  ERISA  health 
plans.  Furthermore,  every  American  deserves  to  be  able  to  understand  and  enforce 
the  terms  of  their  health  care  coverage  offered  by  their  employer.  This  requires  af- 
fordable avenues  of  redress  and  meaningful  access  to  independent  parties  to  help 
them  pursue  their  claims.  Furthermore,  there  is  a  place  for  government  in  healtn 
care  coverage.  EfTective  regulatory  oversight  can  ensure  plan  solvency  and  provide 
quality  controls  to  avoid  abusive  denials  of  medical  coverage  when  individuals  most 
need  it. 
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The  NAIC  looks  forward  to  working  with  the  104th  Congress  as  it  attempts  to 
enact  meaningful  market-based  reforms  of  the  health  care  coverage  market. 

American  Association  of  Colleges  of  Osteopathic  Medicine, 

6110  Executive  Boulevard, 
Suite  405,  Rockville,  MD,  March  13,  1995. 
The  Honorable  Nancy  Kassebaum,  Chair, 
Committee  on  Labor  and  Human  Resources, 
United  States  Senate, 
Washington,  DC. 

Dear  Madam  Chairman:  I  am  Olen  E.  Jones,  Jr.,  Ph.D.  and  I  am  President  of 
the  West  Virginia  School  of  Osteopathic  Medicine.  I  also  serve  as  Chairman  of  the 
Board  of  Governors  of  the  American  Association  of  Colleges  of  Osteopathic  Medicine, 
or  "AACOM",  which  represents  all  sixteen  colleges  of  osteopathic  medicine. 

Madam  Chairman,  on  behalf  of  AACOM,  I  would  like  to  express  my  sincere 
thanks  to  you  and  the  Committee  for  afTording  us  the  opportunity  to  present  our 
views  regarding  reauthorization  of  health  professions  education  programs  under 
Title  VII  of  the  Public  Health  Service  Act.  We  certainly  appreciate  the  past  efforts 
of  this  Committee  to  maintain  a  commitment  to  health  professions  educational  as- 
sistance and  the  openness  that  you  and  your  staff  have  encouraged  in  the  discus- 
sions about  the  programs  since  you  assumed  the  chair  of  this  Committee. 

We  also  recognize  the  responsibility  of  the  Committee  to  examine  all  programs  in 
light  of  their  effectiveness  in  meeting  the  health  care  needs  of  all  Americans  in  a 
fiscally  responsible  fashion.  We  believe  that  colleges  of  osteopathic  medicine  meas- 
ure particularly  well  under  such  examination. 

Primary  care  is  and  has  always  been  part  of  the  osteopathic  medical  education 
fabric  for  over  100  years.  Nearly  thirty  percent  of  the  lull-time  faculty  in  all  sixteen 
schools  teach  family  medicine,  pediatrics  and  internal  medicine.  This  emphasis  is 
even  more  evident  among  the  adjunct  faculty  of  our  schools.  Half  of  these  faculty 
teach  in  primary  care  departments. 

Similarly,  AACOM  member  schools  have  a  long  history  of  dedication  to  training 
primary  care  physicians  to  work  in  America's  smaller  communities.  Indeed,  the  very 
first  sentence  of  the  mission  statement  of  my  own  school,  the  West  Virginia  School 
of  Osteopathic  Medicine,  states  that  we  are  "committed  to  providing  family  physi- 
cians for  rural  West  Virginia  and  Appalachia."  Consistent  with  the  mission  state- 
ment, we  emphasize  family  medicine  and  primary  care  in  our  recruitment  and  ad- 
missions strategies.  This  philosophy  continues  throughout  the  osteopathic  medical 
students'  education.  The  average  student  at  the  West  Virginia  School  of  Osteopathic 
Medicine  will  spend  thirteen  of  his  or  her  final  24  months  studying  primary  care 
on-site  in  community -based,  often  rural  settings,  such  as  solo  practitioner's  offices, 
community  clinics,  and  regional  hospitals.  Our  record  of  service  in  West  Virginia  is 
typical  of  all  sixteen  Colleges  of  Osteopathic  Medicine.  Nearly  two-thirds  of  all  os- 
teopathic medical  school  graduates  practice  in  primary  care  settings. 

Madam  Chairman,  we  think  we  have  performed  well,  but  much  remains  to  be 
done.  The  health  professions  education  programs  of  Title  VII  of  the  Public  Health 
Service  Act  have  been  essential  in  facilitating  our  colleges'  ability  to  train  students 
to  meet  the  health  care  objectives  identified  by  the  Congress.  Let  me  identity  those 
programs  currently  within  Title  VII  that  have  been  especially  important  to  our 
schools. 

The  Family  Medicine  curriculum  grants  have  been  essential  in  the  planning,  de- 
velopment, and  operation  of  training  programs  in  family  medicine,  a  centerpiece  of 
primary  care.  The  shortage  of  family  physicians  and  other  generalists  physicians 
has  been  well  documented  by  the  Council  on  Graduate  Medical  Education 
(COGME).  According  to  COGME,  family  physicians  are  more  likely  to  practice  in 
rural  areas,  are  more  cost-effective  than  other  specialists,  and  treat  approximately 
85  percent  of  patient  complaints. 

Similarly,  tne  General  Internal  Medicine  and  Pediatrics  programs  has  been  cru- 
cial in  exposing  osteopathic  medical  students  to  generalist  role  models  in  community 
and  ambulatory  care  settings. 

Through  Health  Careers  Opportunity  Program  (HCOP)  finds,  colleges  of  osteo- 
pathic medicine  have  been  able  to  experience  a  significant  increase  in  the  number 
of  underrepresented  minorities. 

We  strongly  support  the  Exceptional  Financial  Need  Scholarship  (EFN)  program 
and  disadvantaged  assistance  programs,  both  of  which  reach  out  to  students  who 
would  not  otherwise  be  able  to  afford  a  medical  education. 

We  also  urge  continuation  of  the  Health  Education  Assistance  Loan  (HEAL)  pro- 
gram. Currently  70  percent  of  osteopathic  medical  students  rely  on  HEAL,  and  lam 
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proud  to  report  that  osteopathic  medical  graduates  have  the  lowest  default  rates  of 
all  the  health  professions. 

The  Centers  of  Excellence  program  is  designed  to  strengthen  the  national  capacity 
to  educate  minority  students  in  the  health  professions  by  ofTering  special  support 
to  those  institutions  which  train  a  significant  number  of  minority  nealth  profes- 
sionals. AACOM  is  proud  that  the  Ohio  University  College  of  Osteopathic  Medicine 
was  awarded  one  of  the  twenty-five  Centers  of  Excellence  grants  in  1993. 

AACOM  also  strongly  supports  the  Interdisciplinary  Training  for  Rural  Areas  pro- 
gram and  Area  Health  Education  Centers  (AHEC).  Osteopathic  medical  education 
has  always  advocated  a  holistic  approach  to  medical  care.  This  extends  not  only  to 
the  patient,  but  also  to  collaborative  efforts  with  other  health  disciplines.  These  pro- 
grams have  provided  special  focus  to  train  practitioners  to  provide  services  in  rural 
areas,  to  actually  deliver  these  services  to  rural  residents,  and  to  increase  the  re- 
cruitment and  retention  of  health  professionals  in  rural  areas. 

AACOM  urges  continuation  of  the  National  Health  Service  Corps  (NHSC)  pro- 
gram which  awards  scholarships  to  health  professions  students  and  assists  grad- 
uates in  repaying  their  student  loans. 

Madam  Chairman,  I  have  identified  the  various  health  professions  programs  as 
they  are  currently  configured  under  Title  VII.  I  would  now  like  to  comment  briefly 
on  proposals  to  consolidate  many  of  the  programs  beginning  in  fiscal  year  1996.  In 
general,  if  the  critically  important  objectives  of  all  of  the  programs  that  I  cited  above 
are  preserved,  if  the  value  of  osteopathic  medical  education  continues  to  be  recog- 
nized to  ensure  our  fair  ability  to  compete  for  federal  finds,  and  if  adequate  author- 
ization of  appropriations  levels  are  maintained,  AACOM  basically  supports  the  con- 
solidation approach.  AACOM  believes  that  such  consolidation  could  provide  grantees 
with  greater  flexibility  in  managing  their  programs,  as  well  as  stimulate  expansion 
of  multidisciplinary,  outcome-oriented  primary  care  training. 

We  would  suggest,  however,  that  the  national  interest  of  maintaining  a  sufficient 
and  appropriate  number  of  health  professionals  to  meet  the  medical  needs  of  all 
Americans  requires  continued  Congressional  support  and  involvement.  Any  provi- 
sion that  would  simply  leave  funding  priorities  within  each  of  the  consolidated  cat- 
egories to  the  discretion  of  the  Secretary  of  Health  and  Human  Services  might  sub- 
ject otherwise  valuable  programs  to  cutbacks  at  the  whim  of  the  Secretary.  Accord- 
ingly, program  stability  could  be  compromised.  We  would  urge  the  Committee  to  re- 
tain an  active  profile  and  not  give  up  its  priority-determining  prerogative  to 
unelected  officials.  If  such  discretion  is  given  to  the  Secretary,  we  request  at  the 
very  least  that  health  professions  associations  specifically  be  afTordea  the  oppor- 
tunity to  participate  in  the  Department's  decisions  about  what  types  of  initiatives 
should  be  supported  and  at  what  levels  within  each  cluster. 

We  would  also  question  the  proposal  to  consolidate  the  EFN  scholarships.  Finan- 
cial Assistance  for  Disadvantaged  Health  Professions  Students  (FADHPS)  scholar- 
ships, and  Scholarships  for  Disadvantaged  Students  (SDS)  into  one  scholarship  with 
a  service  commitment  requirement.  In  our  view,  these  students  from  disadvantaged 
backgrounds  or  from  underrepresented  minorities  should  not  be  steered  into  particu- 
lar careers  based  on  theft  that  they  need  financial  assistance. 

Despite  these  concerns,  Madam  Chairman,  AACOM  applauds  your  leadership  in 
advancing  your  proposal  and  looks  forward  to  working  with  you  to  ensure  that  the 
health  manpower  is  available  to  meet  the  health  care  needs  of  all  Americans. 

Again,  I  appreciate  the  opportunity  to  submit  this  statement.  If  you  have  any 
questions,  please  do  not  hesitate  to  contact  me. 
Respectfully, 

Olen  E.  Jones  Jr.,  Ph.D 
Chairman,  AACOM  Board  of  Governors 
President,  West  Virginia  School  of  Osteopathic  Medicine 

The  Floating  Hospital  for  Children 
AT  New  England  Medical  Center, 
NEMC  #351 
March  6,  1995. 

The  Honorable  Senator  Nancy  Landon  Kassebaum, 
Chairman,  Senate  Committee  on  Labor  and 
Human  Resources, 
United  States  Senate, 
Washington,  DC. 

Dear  Madam  Chairman:  We  are  submitting  this  testimony  to  be  included  in  the 
record  of  the  hearing  on  Title  VII  funding  for  primary  care  training. 

Maintaining  support  for  programs  which  provide  residency  training  in  primary 
care  pediatrics  is  vitally  important. 


102 


With  the  support  of  funding  from  HRSA  we  have  established  a  primary  care  pedi- 
atric training  program  here  at  New  England  Medical  Center.  This  program  has 
helped  to  shift  the  focus  of  our  pediatric  residency  from  tertiary  to  primary  care. 
The  heart  of  our  program  is  extensive  training  in  Boston  community  health  centers 
during  the  three  years  of  residency.  One  of  our  program's  most  important  goals  is 
to  encourage  residents  to  choose  careers  in  medically  underserved  urban  conmiu- 
nities. 

We  have  seen  a  rapid  change  in  where  our  graduates  go  after  completing  their 
training.  Twenty-seven  of  the  fifty-six  residents  who  completed  training  in  the  past 
four  years  are  in  primary  care  practice.  Over  one-fifth  of  these  graduates  are  work- 
ing in  medically  underserved  communities. 

The  success  we  have  achieved  suggests  the  im.portance  of  this  funding  not  only 
for  our  program  but  also  on  the  national  level.  For  a  relatively  modest  investment 
it  is  possible  to  begin  to  address  the  needs  for  increased  numbers  of  primary  care 
providers. 

Funding  for  primary  care  training  Title  VII  is  particularly  crucial  in  pediatrics  be- 
cause high  risk  communities  usually  have  high  proportions  of  children  and  youth 
in  their  populations.  These  young  people  need  primary  care  provided  by  physicians 
specifically  trained  to  care  for  and  advocate  for  children. 

We  urge  you  to  reauthorize  the  funding  that  supports  training  in  primary  care 
and  that  this  funding  be  sustained  at  its  current  level. 
Sincerely, 

Howard  Spivak,  M.D. 
-  Chief,  Division  of  General  Pediatrics 

and  Adolescent  Medicine 
Vice  President,  Community  Health  Programs 
New  England  Medical  Center 

The  Chairman.  Thank  you  for  participating.  That  concludes  to- 
day's hearing. 

[Whereupon,  at  12:29  p.m.,  the  committee  was  adjourned.] 
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